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The treatment of coccidioidal granuloma is of general clinical inter- 
est. The endemic character of the infection in certain localities, together 
with its frequently serious clinicopathologic manifestations and effects, 
constitutes a challenging demand for effective therapeutic efforts. That 
such efforts have heretofore proved only partially successful may be 
readily gleaned from a survey of the available literature dealing with 
the subject. This will reveal a large variety of therapeutic agents 
employed in the management of the disease and a correspondingly 
large variety of contradictory claims of success and failure resulting 
from their exhibition by the different clinicians. 


REVIEW OF THE LITERATURE 


Guy and Jacob? obtained successful therapeutic results in a case of 
tuberculosis and coccidioidal granuloma by roentgen irradiation of the 
lesions and intravenous injections of a 1 per cent solution of antimony 
and potassium tartrate. The injections were administered on alternate 
days in increasing doses, commencing with 1 cc. and augmented gradually 
to a maximum of 7 cc. Previous treatment with potassium iodide 
internally and roentgen radiation to thé lesions had failed to produce 
beneficial results. 3 

Tomlinson and Bancroft? reported similarly successful results in 
2 cases of localized and limited coccidioidal involvement following the 


From the Department of Dermatology, Los Angeles County Hospital. 
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Syph. 16:308 (Sept.) 1927. 
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Use of Antimony and Potassium Tartrate and Roentgen Rays in Treatment; 
Report of an Additional Case, ibid. 102:36 (Jan. 6) 1934. 
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administration of antimony and potassium tartrate intravenously, 
together with unfiltered roentgen radiation to the lesions. In 1 of the 
cases, that of a medical student, there was a recurrence of the infection 
four years later. Four weeks of treatment with roentgen radiation to 
the lesions and antimony and potassium tartrate intravenously again 
resulted in clinical recovery. 

Pulford and Larson® reported complete therapeutic failure in a 
case of generalized systemic coccidioidal granuloma treated for approxi- 
mately eleven months by administration of large doses of potassium 
iodide and potassium arsenite internally, gentian violet per os and 
intravenously, colloidal lead intravenously, colloidal copper intramuscu- 
larly and high voltage roentgen rays to painful areas; aspiration of the 
abscesses, followed by injection of 1 per cent gentian violet into the 
abscess cavities, and injections of “vaccine” in doses up to 1 cc. every 
third day. 

Stockton * achieved no therapeutic response to thymol in oil given 
by mouth and applied to the lesions directly in a case of chronic coccidi- 
vidal granuloma of long duration. The treatment was continued for 
seventeen days, and the total dose of thymol consumed by the patient 
was 25.13 Gm. 

Burgess * obtained favorable results in a case of cutaneous and 
subcutaneous coccidioidal granuloma by means of comparatively small 
doses of potassium iodide by mouth. The patient also had syphilis. Six 
months after the commencement of treatment there was no clinical evi- 
dence of recurrence. 

Chipman and Templeton ® observed improvement in the appearance 
of a coccidioidal granulomatous lesion of the tip of the nose in a case 
of pulmonary tuberculosis after iodide medication by mouth. However, 
a few months after the commencement of treatment the patient died of 
laryngeal tuberculosis. 

These authors also reported 75 per cent improvement in cutaneous 
and glandular lesions in a case of generalized coccidioidal granuloma 
after administration of potassium iodide by mouth and of 20 cc. of a 
compound iodine solution intravenously twice weekly. Previous treat- 
ment by means of intravenous injections of antimony and potassium 
tartrate together with roentgen rays to the lesions, ten intramuscular 
injections of colloidal copper and one intravenous injection of the same 


3. Pulford, D. S., and Larson, E. E.: Coccidioidal Granuloma: Report of a 
Case Treated by Intravenous Dye, Colloidal Lead and Colloidal Copper, with 
Autopsy Observations, J. A. M. A. 93:1049 (Oct. 5) 1929. 

4. Stockton, A. B.: California & West. Med. 31:278 (Oct.) 1929. 

5. Burgess, J. F.: Brit. J. Dermat. 41:145 (April) 1929. 

6. Chipman, E. D. and Templeton, H. J.: Coccidioidal Granuloma, Arch. 
Dermat. & Syph. 21:259 (Feb.) 1930. 


: 
4 
q 
~ 


JACOBSON—COCCIDIOIDAL GRANULOMA 523 


drug, four weekly injections of typhoid vaccine intravenously which 
resulted in chills and fever, and intravenous injections of gentian violet 
produced no therapeutic effect. 

Hammack and Lacey,’ in a review of 23 cases of coccidioidal granu- 
loma treated by various methods, stated that no drug has been found of 
value in the management of this infection. In 2 instances subcutaneous 
lesions apparently responded to roentgen treatment, the patients remain- 
ing well five and nine years. ‘Taylor® expressed the view that any 
benefit that may have been derived from irradiation must have been due 
to a stimulating of the natural defense mechanisms of the tissues. 

Davis ® reported a case of coccidioidal granuloma of twelve years’ 
duration, in which amputation failed to limit the infection. At the 
time the report was written the patient was receiving roentgen therapy, 
but it was too early then to forecast the results. 

Proescher, Ryan and Krueger *® failed to obtain any benefit from 
salicylates, ultraviolet radiation and an autogenous vaccine in a case of 
systemic coccidioidal granuloma associated with widespread pulmonary, 
subperiosteal, meningeal, subcutaneous and other visceral involvement. 

Riesman and Ahlfeldt ** observed no therapeutic benefit from the 
administration of arsenic, iodides and radiation from the air-cooled 
quartz mercury vapor arc lamp in a boy aged 5 years with coccidioidal 
granuloma infection. 

Jacobson ** achieved satisfactory results in a series of cases of 
coccidioidal granuloma treated by intramuscular injection of colloidal 
copper. 

Kelton * employed potassium iodide internally and 0.5 per cent 
solution of copper sulfate topically for coccidioidal granuloma of the 
lower extremities in a Filipino, with completely negative therapeutic 
results. Seven months after amputation of the involved extremities no 
evidence of recurrence of the infection could be detected. 

Stark and Becker** reported negative therapeutic results with 
rapidly fatal termination in a man aged 54 with coccidioidal granuloma, 
after the administration of potassium iodide in increasing doses and 
solution of mercurochrome intravenously. While afebrile when treat- 


7. Hammack, R. W., and Lacey, J. M.: California & West. Med. 22:224 
(May) 1924. 

8. Taylor, R. G., in discussion on Hammack and Lacey.” 

9. Davis, D. J.: Coccidioidal Granuloma, with Certain Serologic and Experi- 
mental Observations, Arch. Dermat. & Syph. 9:577 (May) 1924. 

10. Proescher, F.; Ryan, F., and Krueger, A. P.: J. Lab. & Clin. Med. 
12:57 (Oct.) 1926. 

11. Riesman, D., and Ahlfeldt, F. E.: Am. J. M. Sc. 174:151 (Aug.) 1927. 

12. Jacobson, H. P.: California & West. Med. 27:360 (Sept.) 1927. 

13. Kelton, W.: Northwest Med. 26:92 (Feb.) 1927. 

14. Stark, N. A., and Becker, F. E.: Colorado Med. 25:196 (June) 1928. 
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ment commenced, the patient grew rapidly worse and died less than 
three months after treatment began. 

Walters * treated a patient with early coccidioidal granuloma by intra- 
venous injection of solution of mercurochrome, by administration of 
arsphenamine and mercury and of iodides per os, and by irrigation of 
the lesions with various antiseptics. Despite all treatment the infec- 
tion continued to spread to distant vital structures and organs 

Kalichman and Madsen employed potassium iodide by mouth 
and emetine hydrochloride parenterally in the treatment of a patient 
with thoracic coccidioidal granuloma. The patient died four months 
after the onset of the infection. 

Pruett and Wayson ** were able to obtain temporary improvement 
of coccidioidal granuloma of the knee of a man by incision and drainage 
of the presenting abscess, from the pus of which Coccidioides immitis 
was recovered. 

Childrey and Gray ** were unable to check the extension of primary 
nasopharyngeal coccidioidal granuloma in a 28 year old woman by 
administering potassium iodide by mouth, antimony and _ potassium 
tartrate intravenously and high voltage roentgen radiation to the involved 
areas. The infection continued to spread to the trachea and the chest, 
and the patient died fifteen months after the onset of the disease. 

Zeisler ** reported an extremely interesting case of extensive cutane- 
ous coccidioidal dermatitis that failed to respond to a variety of thera- 
peutic agents in the hands of several clinicians. The treatment at various 
times and under different clinicians consisted of: roentgen irradiation 
and application of wet dressings of copper sulfate to the lesions, oral 
administration of potassium iodide and colloidal copper sulfide ; intra- 
muscular and intravenous injection of colloidal copper, injection of 
antimony and potassium tartrate, colloidal copper sulfide and vaccine. 
The patient finally died, “apparently after an overdose of codeine.” 

Smith and Waite ?° observed some improvement in a woman aged 
27 after the intravenous administration of colloidal iodine twice 
a week and daily instillations of tincture of iodine into the sinuses. The 
patient left their care in an improved condition but a year later returned 


15. Walters, P. R.: California & West. Med. 29:188 (Sept.) 1928. 

16. Kalichman, G. S., and Madsen, L. J.: California & West. Med. 31:141 
(Aug.) 1929. 

17. Pruett, J. F., and Wayson, N. E.: Granuloma Coccidioides, J. A. M. A. 81: 
1607 (Nov. 10) 1923. 

18. Childrey, J. H., and Gray, P. A.: California & West. Med. 37:250 (Oct.) 
1932. 

19. Zeisler, E. P.: Chronic Coccidioidal Dermatitis: Report of an Unusual 
Case, Arch. Dermat. & Syph. 25:52 (Jan.) 1932. 

20. Smith, L. M., and Waite, W. W.: Southwestern Med. 18:305 (Sept.) 
1934, 
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with severe extension of the original infection; in spite of resumption 
of the treatment outlined, death ensued ten days later. 

Rixford ** advocated amputation when possible, excision of primary 
cutaneous lesions followed by curettement and washing of the raw 
surfaces with alcohol or mercury bichloride and rest, with hygienic 
measures. 

Ragle ** failed to obtain any improvement from the exhibition of 
antimony and potassium tartrate intravenously and potassium iodide by 
mouth in the treatment of an Armenian man aged 42 who suffered from 
probable primary pulmonary coccidioidal granuloma with extension to 
the lymph glands and subcutaneous tissues and erosions of the cranial 
bones. There was a fatal termination four months after the establish- 
ment of the diagnosis and the commencement of treatment. 

Ball 2? reported successful therapeutic results in a case of localized 
coccidioidal granuloma of the frontal bone and overlying soft tissues. 
The treatment consisted of incision, curettement and drainage of the 
involved part, administration of sodium iodide by mouth and _ local 
application of 5 per cent solution of potassium iodide saturated with 
iodide crystals to the lesions. 

Smith ** observed no improvement of a 63 year old man suffering 
from subcutaneous coccidioidal granuloma after injection of colloidal 
copper and of coccidioidin at three day intervals. Daily injections of 
tincture of iodine into the sinuses resulted in some improvement. 
Intravenous injections of colloidal iodine every two days, in addition 
to the instillation of tincture of iodine into the sinuses daily, produced 
healing of all lesions except two small sinuses. Cauterization with 
phenol followed by the application of tincture of iodine once or twice 
daily resulted in their closure. Toward the end of treatment, because 
of a developing phlebitis of the veins into which the injections were 
made, the colloidal iodine was given intramuscularly. 

Boyers *° obtained prompt successful results from the use of creosote 
and guaiacol per os for primary pulmonary coccidioidal infection in a 
man aged 50. In another case, the author observed remarkable improve- 
ment in coccidioidal osteomyelitis with involvement of the fourth cervi- 
cal vertebra and a number of abscesses of the soft tissue which had 
been treated for two years by roentgen irradiation and heavy doses of 
sodium iodine internally, after intravenous injections of a preparation 


21. Rixford, E.: Proc. Staff Meet., Mayo Clin. 7:352 (June 15) 1932. 

22. Ragle, H. E.: U. S. Nav. M. Bull, 27:657 (July-Oct.) 1929. 
23. Ball, H. A.: Healing of Coccidioidal Granuloma Lesion Following Medic- 
inal Therapy, J. A. M. A, 98:2279 (June 25) 1932. 

24. Smith, L. M.: Coccidioidal Granuloma: Report of a Case Originating in 
Western Texas, Arch. Dermat. & Syph. 28:175 (Aug.) 1933. 

25. Boyers, L. M.: M. Herald 52:61 (March) 1933. 
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containing “creosote and guaiacol in combination with sodium iodide 
and glucose,” and creosote and guaiacol by mouth in a dose of 1 table. 
spoonful (15 cc.) every three hours. 

The Imermans ** recorded a completely successful therapeutic resylt 
(the patient was treated by me, but reported on by the Imermans) 
through excision by cautery of a fungating, ulcerating coccidioidal 
granuloma involving the outer aspect of the right deltoid muscle of a 
young man. 

McDonald *’ reported steady downward progress of a patient suffer- 
ing from coccidioidal granuloma involving the pharynx and possibly the 
lungs, with a fatal outcome within about six months. Iodide medication 
exerted no beneficial effect on the infection. 

Sorsky and Nixon,”* in reporting results of treatment in 18 cases 
of coccidioidal granuloma (2 of apparent cure) failed to observe any 
beneficial results from intravenous injection of 1 per cent solution 
of antimony and potassium tartrate in 1 case; or from intravenous 
injection of antimony and potassium tartrate and 1 per cent solution of 
methyl violet in another case. Nor were they able to observe any bene- 
fit from sodium iodide and potassium iodide administered per os and 
intravenously. Their limited experience with injections of colloidal 
copper did not justify their rendering an opinion regarding its value. 
In 1 case they obtained successful results from combined intramuscular 
injections of a bismuth preparation *® (2 cc. twice a week for twelve 
weeks) and intravenous injections of a 1 per cent solution of gentian 
violet (two doses of 15 cc. each). In another case in this series gen- 
tian violet was given intravenously but no benefits were obtained, and the 
patient died. In still another, gentian violet was administered intra- 
venously three times a week for five weeks, as well as applied locally; 
this resulted in definite improvement. 

Van Cleve *° treated a man 22 years of age for a coccidioidal lesion 
of the right index finger with intravenous antimony and potassium tar- 
trate and filtered roentgen rays locally, with no benefit. This was fol- 
lowed by amputation of the finger and finally by amputation of the arm. 
Up to the time of the report of this case, several months after the ampu- 
tation, the patient has remained well. 


26. Imerman, S. W., and Imerman, C. P.: Southwestern Med. 17:18 (Jan.) 
1933. 

27. McDonald, C.: J. Lab. & Clin. Med. 20:47 (Oct.) 1934. 

28. Sorsky, E. D., and Nixon, C. E.: California & West. Med. 42:98 (Feb.) 
1935. 

29. The preparation used was bismoid (Lilly). According to the manufacturer, 
each cubic centimeter contains 0.025 Gm. of bismuth metal suspended in a sterile 


aqueous medium. 
30. Van Cleve, J. V.: J. Kansas M. Soc. 37:54 (Feb.) 1936. 
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Duckett and Fredeen ** reported the development of a coccidioidal 
lesion of the left ring finger of a child of 3 months. About four 
months later (when the child was 7% months of age) the left forearm 
was amputated. In spite of that, the infection continued to progress, 
and the child died from generalized coccidioidal granuloma approximately 
five years after the onset of the infection. 

Sox and Dickson ** reported treatment of coccidioidal granuloma 
by means of potassium iodide in 20 grain (1.29 Gm.) doses daily, with 
no improvement. Definite improvement followed washing of the sinuses 
with liniment of soft soap, followed by instillation into the sinuses 
of 33% per cent thymol in olive oil, combined with oral administration 
of thymol in olive oil, the dose commencing at 1 Gm. daily and increas- 
ing to 6 Gm. for a total of 104 Gm. in twenty four days. 


IMMUNOTHERAPEUTIC IMPLICATIONS 


Judged by the foregoing data, the treatment of coccidioidal granu- 
loma is admittedly still in the developmental stage. For the achievement 
of better results, a good deal of clinical and experimental work remains 
to be carried out, especially investigations revolving around the ques- 
tion of tissue-humor immunity of the host and its relation to the infect- 
ing fungi. The ultimate fate of the coccidioidal organisms probably 
depends on the ability of the tissues and fluids of the body to isolate, 
anchor and/or destroy the parasites in one way or another. Failure of 
the tissues to achieve that end frequently results in widespread infec- 
tion and not uncommonly in death. 

The therapeutic implications deriving from this concept of immunity 
are as applicable clinically in infections of C. immitis as they are in bac- 
terial and viral infections generally. As with the latter diseases, the 
objective sought is the destruction and the ultimate elimination of the 
invading parasites from the tissues. The attainment of this objective 
depends on the type and virulence of the invading parasites and on the 
character and degree of the tissue-humor immunity of the victim. The 
relative importance of the two factors in any given case is difficult to 
evaluate with certainty. However, the behavior of C. immitis in arti- 
ficial mediums and in animal tissues, together with the immune tissue 
reactions frequently observed in clinical coccidioidal granuloma, seems to 
point strongly to immunity as the most important factor. 

As is well known, the growth behavior of C. immitis on artificial 
mediums may vary considerably with different strains. Some cultures 
may grow slowly and limitedly, while others grow rapidly and profusely. 


on Duckett, T. G., and Fredeen, R. C.: J. Kansas M. Soc. 37:111 (March) 


32. Sox, H. C., and Dickson, E. C.: Experimental Therapy in Coccidioidal 
Granuloma, J. A. M. A. 106:777 (March 7) 1936. 
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These characteristics of growth, however, cannot always be considered 
reliable criteria as regards the virulence of the parasites and their disease- 
producing potentialities in human tissues, nor can the clinical course of 
coccidioidal granuloma in a given human being be looked on as a uni- 
formly reliable guide to the probable growth behavior of the infecting 
parasites on artificial mediums, or even of their disease-producing capac- 
ity in another host. 

I have observed coccidioidal granuloma of a moderately brief and 
comparatively benign course in a human being the organisms recovered 
from whom grew rapidly and luxuriantly on culture mediums and 
when inoculated into guinea pigs caused rapidly fatal termination. On 
the other hand, C. immitis recovered from patients with acute fatal 
coccidioidal granuloma grew on artificial mediums relatively slowly and 
when inoculated into guinea pigs produced chronic limited disease. 

Of special interest in this connection are the recently published epi- 
demiologic studies of coccidioidal infection by Dickson.** This author 
found that C. immitis infections parading under the labels of “valley 
fever” and “desert fever” are of common occurrence in the San 
Joaquin Valley of California. The infection is generally acute and 
involves the respiratory tract, is frequently mistaken for “flu,” and is 
usually accompanied with “erythema nodosum.” The disease otherwise 
is benign and recovery commonly ensues in three to six weeks. The 
more or less chronic granulomatous type, according to Dickson,** is 
not an entity but a late progressive secondary phase of the disease. In 
about 50 per cent of cases the latter variety terminates fatally. 

This classification of infections by C. immitis perforce changes one’s 
mental picture of the disease. Its importance rests on the revelation that 
primary coccidioidal infection of human beings is generally benign and 
self limited. Now, the spontaneous recovery from any infection, regard- 
less of the character or virulence of the infecting parasites, presupposes 
an effective state of inherited or acquired resistance in one form or 
another. Admitting the possibility that in the infection under discussion 
the organism may have been of low invasive power and, according to 
Meyer,** of the nature of a “pathogenic saprophyte,” this factor alone 
could hardly account for the close to 100 per cent incidence of recovery 
recorded by Dickson. The more logical explanation for the frequently 
benign character of the disease in the San Joaquin Valley, where the 
infecting organisms appear to be ever present, is that the resident human 
population is frequently exposed to “subinfecting” doses of chlamydo- 
spores and finally acquires some degree of active immunity against the 


organism. 
33. Dickson, E. C.: Coccidioidomycosis: Preliminary Acute Infection with 


Fungus Coccidioides, J. A. M. A. 111:1362 (Oct. 8) 1938. 
34. Meyer, K. F., in discussion on Dickson.®* 
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A feature worthy of special note here is the erythema nodosum-like 
complex which accompanies “valley fever’ coccidioidal infection. 
According to Dickson and Gifford,** the incidence of valley fever with 

erythema nodosum is high in the San Joaquin Valley. The great majority 
of patients, he stated, survive without apparent complications. However, 
in a personal experience with coccidioidal granuloma in its various 
manifestations and forms embracing more than 100 cases and covering 
approximately fifteen years, I can recall only a single case of erythema 
nodosum as an initial accompaniment of the infection. In view of the 
fact that a good many of my patients came from the San Joaquin Valley, 
where they presumably contracted the infection, and in the light of the 
observations recorded in a previous paragraph regarding the biologic 
behavior of C. immitis in different hosts, the absence of the erythema 
nodosum-like complex in my series of cases could not possibly be 
explained on a purely mycologic basis. For the most part, the disease in 
my series ran either an acute clinical course with widespread ‘destructive 
involvement and a rapidly fatal termination or a prolonged chronic 
course with varying degrees of destructive involvement. As far as I can 
recall, none of the patients showed a tendency to spontaneous recovery 
prior to the institution of treatment. In 1 case ** excision by cautery of 
localized coccidioidal granuloma resulted in complete recovery. 

The most plausible explanation is that the erythema nodosum-like 
lesions are an expression of immunity to a localization of coccidioidal 
toxins. Clinically and biologically, these cutaneous lesions find their 
counterpart in the specific cutaneous reactions to filtrates of C. immitis 
injected for diagnostic purposes.*® The erythema nodosum-like lesions 
Dickson described corresponded closely clinically and biologically to the 
specific cutaneous lesions that follow the injection of coccidiodes filtrate 
as a diagnostic procedure. In view of this fact, one may rationally 
account for the recovery of Dickson’s patients without complications on 
the basis of an acquired or constitutional immunity evidenced by the 
erythema nodosum-like lesions. Conversely, the patients in my series 
who gave no history of erythema nodosum-like lesions probably did not 
possess the same degree of tissue-humor resistance as Dickson’s patients, 
and therefore the more serious and protracted form of the infection 
developed. 

The practical exploitation of the concept of immunity in the treat- 
ment of bacterial and viral diseases is a universally accepted clinical 
practice. For instance, antibody-containing serums are employed to 


35. Dickson, E. C., and Gifford, M. A.: Coccidioides Infection (Coccidioidomy- 
cosis): Primary Type of Infection, Arch. Int. Med. 62:853 (Nov.) 1938. 

36. Kessel, J. F.: Am. J. Trop. Med. 19:199 (March) 1939. Jacobson, H. P.: 
Coccidioidal Granuloma: Specific Allergic Cutaneous Reaction; Experimental and 
Clinical Investigations, Arch. Dermat. & Syph. 18:562 (Oct.) 1928. 
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confer passive immunity on patients infected with diphtheria or tetanys, 
Antigenic substances consisting of killed or attenuated microscopic 
organisms or submicroscopic virus material are injected in an attempt 
to stimulate the body tissues and fluids to produce antibodies and other 
immunity factors capable of acting specifically and harmfully on the 
corresponding infection-producing parasitic invaders. Unfortunately, 
the ability to influence the body tissues and fluids to produce specific 
immune bodies against known infections is limited to a few isolated 
clinical entities. Generally therapeutic agents, in whatever form and 
however administered, act nonspecifically and indirectly through helping 
to maintain a level of resistance. It is this nonspecific action of the 
various remedies employed in the treatment of coccidioidal infection 
that probably accounts for the inconsistency of the results of different 
clinicians in the various cases. Theoretically, the ideal treatment of infec- 
tious diseases would appear to be the administration of immunogenic 
antigens capable of specifically activating the tissues and fluids to pro- 
duction of immune bodies. With this thought in mind, and encour- 
aged by previous success with coccidioidin,*” as an auxiliary therapeutic 
measure I decided to give vaccine ** treatment a trial in the management 
of coccidioidal disease. Since 1936 I have treated coccidioidal infection 
in its various clinical manifestations by this method in some 20 odd cases, 
with the following results : 
REPORT OF CASES 

Case 1.—S. L., a white man aged 35, while at his work in an aircraft factory, 
on April 2, 1934, bumped his left shin against a piece of steel. The skin was not 
broken, but a hematoma developed at the site of trauma. He continued to work 
without consulting a physician. On April 9 he “wrenched” his left shoulder, and 
three days later a swelling appeared over the left sternoclavicular joint. He then 
reported to the company’s insurance physician, who incised the latter swelling 
but failed to find any purulent material. On April 20 the swelling on the shin 
became severe enough to cause him to call it to the attention of the attending 
physician. He was able to continue his occupation until April 27. On May 22 
he was admitted to my dermatologic service at the Los Angeles County Hospital. 

Physical examination at this time revealed nothing significant other than the 
two abscesses aforementioned. Both were indurated, red and moderately tender, 
and a small sinus pierced the surface of each. A small amount of purulent material 
was xoted exuding from the sinuses. There was some limitation of motion of 
the left sizoulder. Examination of the pus in 40 per cent sodium hydroxide revealed 
the presence of typical double-contoured endosporulating organisms, and the diag- 
nosis of coccidioidal granuloma was supported by biopsies (microscopic studies) 
of tissue from both abscesses. 


37. Jacobson, H. P.:. Fungous Diseases, Springfield, Ill., Charles C. Thomas, 
Publisher, 1932, p. 245. 

38. This was prepared by grinding the organisms finely and sterilizing the 
vaccine solution with 1: 10,00€ merthiolate. 
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Roentgen studies revealed a destructive process that evidently started on the 
lower medial aspect of the left clavicle and spread to involve the entire medial 
end of that bone. A small focus was also noted on the medial end of the right 
clavicle. The sternoclavicular joints were not involved. Roentgenograms of the 
chest disclosed hazy thickening of the right hilar and perihilar regions, with some 
involvement of the adjacent pulmonary parenchyma. Other laboratory examina- 
tions gave negative results, including serologic tests of the blood and cerebrospinal 
fluid. 

Treatment commenced in the latter part of May 1934 and consisted of large 
doses of iodine and halibut liver oil per. os, intramuscular injections of colloidal 
copper and cutaneous injections of coccidioidin. The discharging fistulas were 
dressed daily with solution of copper sulfate. This treatment continued until 
November 1934, when the patient was discharged from the hospital and became 
an outpatient. Under this regimen he did fairly well, but further progress appeared 
somewhat slow. In April 1935 an autogenous coccidioides vaccine was prepared, 
and all other medication was discontinued; treatment was limited to cutaneous 
injection of this vaccine. Under this treatment he began to show more rapid 
progress, and except for brief periods of minor complaints, this progress continued, 
especially after administration of the vaccine intravenously. At the time of this 
writing the patient is working regularly at his former occupation of tool designer 
and has, to all appearances, fully recovered from his infection. 


Case 2.—J. O., a white man aged 60, a barber, had a retropharyngeal abscess 
in January 1937, and approximately three weeks later C. immitis was recovered 
from the pus of this abscess. He was brought to the Los Angeles County Hos- 
pital seriously ill, suffering from severe secondary anemia which necessitated an 
immediate transfusion and several days later a second one. His past history was 
not particularly relevant except for a complaint of pain involving the right hip, of 
two years’ duration. Examination revealed a febrile sick man complaining of 
pain in the right lower extremity and in the lumbar region, as well as of marked 
discomfort occasioned by. the retropharyngeal abscess. Roentgen studies of the 
extremity. and of the back showed rarefaction of the fourth and fifth cervical 
vertebrae and an apparent rarefaction of the sacrum at its right ala and at the 
sacroiliac joint. Study of the chest revealed old apical bilateral involvement 
suggestive of tuberculosis. 

Treatment consisted of injections of coccidioides vaccine, first cutaneously and 
later intravenously, complete rest, ora! administration of halibut liver oil and a 
high caloric, nutritious diet. 

Comparative roentgen studies of the involved sacroiliac joint in October 1937 
revealed no active pathologic changes. The patient was discharged from the 
hospital in July 1937, since which time he has been under my observation and 
treatment. At his last visit to the office, on June 9, 1938, he was to all appearances 
well, with no complaints. 


Case 3.—J. C., a white man aged 25, a truck driver, was admitted to the Los 
Angeles County Hospital in the latter part of March 1937, because of a “left 
pulmonary cyst” which on bronchoscopic examination and study of the pus revealed 
C. immitis microscopically, culturally and by animal inoculation. The lower lobe 
of the left lung was removed in April 1937. This was followed by resection of a 
rib in May, resulting in massive empyema associated with a severe systemic 
reaction characterized by hyperpyrexia, rapid pulse, respiratory difficulty and 
loss of weight. The patient was transferred to my service in July 1937, and 
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after C. immitis was recovered from the pus of the pulmonary cavity intravenoys 
administration of coccidioides vaccine was begun. In addition, he received halibyt 
liver oil with viosterol by mouth and a high caloric diet. The operative cavity 
in the chest was swabbed with 25 per cent solution of mercurochrome. Improve- 
ment was prompt and spectacular. In February 1938 he was discharged from 
the hospital, to be observed as an ambulatory patient. At this writing the operative 
wound in the chest is completely healed, and the patient is working regularly as q 
truck driver. To all appearances he has completely recovered from his coccidioidal 
infection. 


Case 4.—C. M., an American-Mexican man aged 33, born in Ventura County, 
Calif., and resident there all his life, stated that in May 1936 his left wrist was 
struck by the handle of a wheelbarrow containing cement. This injury resulted jn 
immediate swelling of the part, requiring medical attention. Approximately three 
weeks after that injury the right hand began to swell, and two or three days later 
the right side of the neck “became swollen.” The attending physician hospitalized 
the patient, and after some minor surgical measures and medical care, a diagnosis 
of coccidioidal infection was established by labcratory methods. He was then 
transferred by the company physician to Ventura County Hospital, Ventura, Calif, 
for care. During hospitalization his treatment consisted of administration of 50 
per cent solution of thymol in oil by mouth, the dose beginning at 10 drops three 
times a day on June 11 and gradually increased to 50 drops three times a day by 
July 8, this being continued until September 9; and application of 33% per cent 
thymol in oil as a local dressing to the wounds until October 1. In addition, the 
patient received potassium iodide by mouth and capsules of lextron (a combination 
of liver and stomach extracts and iron) three times a day. These medicines having 
failed to produce any results, dressings of gentian violet and Burwick’s dye 3% and 
finally of carbo-fung **» were substituted. After thymol by mouth was discon- 
tinued, the patient was given injections of chaulmcogra oil. Also he was given 
injections of neoarsphenamine (a total of eight, the dese beginning at 0.3 Gm. and 
being increased gradually to 0.6 Gm.); in the last one, on Jan. 19, 1937, fluid was 
accidentally permitted to escape the vein and caused an inflammatory swelling on 
the right forearm, which gave the patient a good deal of trouble. In addition to 
all this, he was given halibut liver oil with viosterol. 

Despite all these medicaments the patient continued to grow progressively worse, 
and the original coccidioidal infection extended to the left leg and knee. On 
February 20 he was admitted to the Cedars of Lebanon Hospital, under my care. 
Examination at this time showed him to be sick, with an extensive coccidioidal 
involvement of the right side of the neck and face, the right elbow and adjacent 
parts of the arm and forearm, the left hand, wrist and forearm and the left leg 
and knee. The lesions consisted of variously sized and shaped abscesses, fistulas, 
ulcerations and flaccid tumor-like swellings. His general condition was rather 
poor, and the clinical course was characterized by a septic type of temperature, 
rapid pulse and loss of weight. Roentgen studies revealed destructive involvement 


38a. Burwick’s dye has the following composition: brilliant green, 1 per cent, 
and crystal violet, 1 per cent, in 50 per cent alcohol. 

38b. Carbo-fung, made by the Carbo-Fung Chemical Laboratories, Los 
Angeles, has the following composition: alcohol, 10.7 per cent (by volume); 
resorcinol, 7.6 per cent (by weight); acetone, 4.5 per cent (by weight) ; phenol, 
3.9 per cent (by weight); fuchsin, 1.1 per cent (by weight), and distilled water, 
74.3 per cent (by weight). 
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of most of the benes of the left hand and of the left tibia; studies of the chest 
showed a type of involvement consistent with but not definitely characteristic of 
coccidioidal infection. 

Treatment with vaccine and administration of halibut liver oil by mouth resulted 
in slow but steady progress punctuated by pericds of exacerbation and improvement. 
Because of certain legal and political aspects of the case in Ventura County, the 
patient was removed from the service on September 21. From his return to the 
Ventura County Hospital, I am informed, until July 1938, he was given sulfanil- 
amide. On July 11 he came to my office, pleading that I resume treatment with 
the vaccine. His progress since his return has been most remarkable. Except 
for some inactive sinuses on the dorsum of the left hand and a small granulating 
area on the left leg, the infection seems to be checked. To all appearances he is 
in good condition and should be ready tc return to work shortly. He has been 
ceming to me for intravenous injections of vaccine every ten to fourteen days. 


Case 5.—H. D., a Mexican girl aged 11 years, recently a cotton picker in the 
San Fernando Valley, entered Los Angeles County Hospital on Nov. 10, 1937, in 
deep coma. Six days prior to her entry a head cold had developed with fever, 
and pain in the epigastrium and the right scapula. The next day the fever dis- 
appeared, but the scapular pain persisted, though with diminishing intensity. She 
perspired profusely. Five hours previous to her entry into the Hospital, she sud- 
denly became comatose, with staring eyes and drcoling at the mouth. When she 
was first observed she could neither see nor hear; reflexes were absent, and the 
temperature was 99.6 F. There was herpes simplex about the mouth, but physical 
examination gave otherwise negative results. Within an hour after entry, she 
regained full consciousness. Routine blood counts and urinalyses revealed nothing - 
significant other than an increased white cell count (on November 12, 12,600 and on 
November 14, 17,550). On November 14 erythema nodosum-like lesions developed 
over both legs. Because of this suggestive development a cutaneous test with coccid- 
ioidin was performed; this gave positive results. Microscopic and cultural study of 
sputum and of gastric washings showed C. immitis, and inoculation of guinea pigs 
resulted positively. Roentgen studies of the chest on November 16 showed “local 
infiltration of the finer peribronchial type toward the base of the left lung, consistent 
with an inflammatory process, particularly bronchopneumonia. The chest was other- 
wise clear.” 

She had a febrile clinical course, with the temperature varying from 99.6 to 
104 F. On December 1 she was given routine coccidioides vaccine therapy, and 
this was continued until March 24, 1938, when she was discharged from the hos- 
pital completely afebrile and asymptomatic. This patient has been under cbserva- 
tion since her discharge and to date has shown no clinical evidence of recurrence 
of the infection, though roentgen examination still indicates broadening of the 
mediastinum and linear hilar infiltration. 


Case 6.—E. G., a youth aged 19, of Mexican extraction, bern and reared in 
southern California, had a sore left tonsil in the fall of 1936. Routine medical 
care brought no relief, and shortly he noticed a swelling appearing in the region 
of the left anterior triangle of the neck. On his admission to the Los Angeles 
County Hospital, he presented a large peritonsillar abscess and two draining 
sinuses, with considerable surrounding inflammatory reaction on the left side of 
the neck. Microscopic and cultural studies of pus from the peritonsi!lar abscess and 
from the draining scrofulodermal cutaneous lesions showed C. immitis. Routine 
vaccine treatment, together with administration of halibut liver oil with viosterol 
by mouth, was instituted. The respense was fairly prompt. In several weeks he 
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improved to such an extent that he left the hospital, but without authorization, |p 
mid-March 1937 a swelling developed in the left sternoclavicular region, with 
involvement of all the soft tissues and overlying skin in that area. He returned 
to the hospital, where treatment with vaccine was resumed, with completely satis- 
factory results. Since May 1938 he has received no treatment. He is a mechanic 
and has been working regularly since that date. In addition, he has been attending 
night school regularly. On Feb, 15, 1939, he had a tonsillectomy performed; 
recovery was uneventful. 


Case 7.—D. P., a Mexican aged 35, a laborer, gave a history of inadequately 
treated syphilis of twelve years’ standing. In March 1937, while he was working 
as a section hand in Mojave, Calif., a series of “boils” began to develop and would 
not heal. On May 8 he was admitted to my dermatologic service at Los Angeles 
County Hospital, complaining of loss of weight, fever and discomfort occasioned 
by the boils. Routine physical examination revealed nothing significant other 
than the cutaneous lesions. These consisted of several variously sized and some- 
what tender subcutaneous nodules on the medial aspect of the right arm and two 
or three similar lesions on the right wall of the chest. In addition, there were a 
draining sinus in the right popliteal space, a palm-sized deep fluctuating mass on 
the lower third of the right leg and a roughly kidney-shaped sluggish ulceration, 
clinically suggestive of tertiary syphilis, on the external aspect of the lower third 
of the right leg. 

Roentgen studies of the chest, a blood count and urinalysis gave negative results. 
The Wassermann reaction of the blood was strongly positive. Microscopic and 
cultural studies of pus obtained from the draining sinus showed C. immitis. Inocu- 
lation of guinea pigs resulted in coccidioidal infection of the animals. 

Parenteral injections of a bismuth preparation and administration of potassium 
iodide per os produced no change in the clinical picture. Treatment with 
coccidioides vaccine resulted in fairly prompt gradual steady improvement, with 
ultimate involution of the cutaneous-subcutaneous lesions. In October 1937 he was 
discharged from the hospital completely afebrile, having gained weight and being 
to all appearances clinically well. However, on April 2, 1938, he returned, to the 
genitourinary service, because of a nodular tumor apparently arising from the 
urethra distal to the bulb and a urethral discharge. There were also two similar 
nodules of the perineum and scrotum. The genitourinary service returned this 
patient to the dermatologic department, where he was placed under coccidioides 
vaccine therapy. This resulted in complete involution of the lesions, and the patient 
was discharged from hospital care on November 7. My last contact with him 
was on Feb. 11, 1939, when I presented him with several other patients clinically 
recovered from coccidioidal infection before the Pacific Coast Dermatologic Con- 
ference, held at the Los Angeles County Hospital. 


Case 8.—J. R., a Filipino man aged 23, was admitted to the Los Angeles County 
Hospital on May 25, 1937, because of a number of cutaneous abscesses, swellings 
and sinuses of wide distribution and of long duration. 

In September 1935, while he was working as a bus boy in Delano, Calif., “valley 
fever pneumonia” (without erythema nodosum-like lesions) developed, and he was 
confined to bed for two months. He recovered from this serious illness gradually, 
but in January 1936 draining sinuses developed in the neck and anterior wall of 
the chest, which refused to heal. In the spring of 1936 he moved to Oakland, 
Calif., where “boils” and “sores” continued to develop. Various physicians in 
Oakland diagnosed the condition as “boils” and treated them routinely, without 
results, He then came to Los Angeles. 
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When first examined, he had a number of cutaneous-subcutaneous lesions con- 
sisting of variously sized and shaped nodules, abscesses, swelling and sinuses, involv- 
ing especially beth sides and the anterior aspect of the neck, the wall of the chest, 
the dorsum of the right hand and the left knee. 

A roentgenogram of the chest disclosed diaphragmatic adhesions near the left 
costophrenic sulcus. Roentgen studies of the left knee on July 29, 1937, showed 
“some change in the tibial tubercle and some rarefaction of the cortex.” Micro- 
scopic and cultural studies of pus aspirated from the abscesses revealed the 
presence of C. immitis. 

The clinical progress of the patient since his admission to my service has been 
somewhat checkered. Placed at first on a regimen of subcutaneous injections of 
vaccine, he did not show any improvement, and new lesions continued to develop. 
In November 1937 use of the intravenous route of injection was initiated, and this 
resulted in rapid involution of all the lesions and the patient’s discharge from the 
hospital on Jan. 8, 1938. 

Four months later his infection was reactivated, and he was readmitted to the 
service on May 19, because of a large submaxillary abscess. Intravenous vaccine 
therapy was resumed. In addition, he has been receiving a high caloric diet, halibut 
liver oil with viosterol and ascorbic acid by injection. At this writing he is 
afebrile; the cutaneous-subcutaneous lesions having undergone involution, and his 
condition generally appears satisfactory. He requested permission to leave the 
hospital to resume active life. In view, however, of the uneven and at times stormy 
character manifested in the clinical course of his reactivated infection, it has been 
deemed best to have him remain in the hospital under treatment for some time. 


Case 9.—A. F., a Mexican man aged 38, a laborer living and working in the 
Imperial Valley, California, was admitted to the Los Angeles County Hospital 
on Dec. 7, 1937, acutely ill, febrile and somewhat emaciated. His illness had had 
its inception approximately a month prior to his admission and was believed to 


have been caused by the drinking of muddy irrigation water. The disease was 
ushered in rather acutely with malaise, dry cough, coryza, fever, night sweats and 
pain in the right side of the chest, followed by rapid loss of weight. The hospital 
diagnosis was “fever of undetermined origin.” 

The significant findings on his first examination in the medical service were 
fever, emaciation, cervical adenopathy and crepitant rales above the apex of the 
right lung anteriorly. Roentgen studies of the chest showed “dense infiltration 
involving the upper right pulmonary field medially, with nodular densities in both 
fields, probably due to congestion. The findings are not distinctive between pneu- 
monic congestion or pulmonary tuberculosis, and examination at intervals is indi- 
cated to exclude bronchogenic carcinoma.” A routine blood count showed moderate 
secondary anemia. 

Because of the clinical history and physical findings and a positive Widal test 
with dilutions of serum from 1:40 to 1: 160, the patient was transferred to the 
isolation service of the hospital for further study and diagnosis. A cutaneous test 
with coccidioidin, performed in that service, elicited a strongly positive reaction. 
This was followed by an examination of the sputum, which reveaied the presence 
of C. immitis microscopically and culturally. 

The patient was transferred to my service for vaccine therapy on Jan. 15, 1938. 
The first three months of his stay in my service did not produce any significant 
clinical results. The temperature curve continued to be of the septic type, and 
in addition to the other signs and symptoms mentioned previously, granulomatous 
tumor masses developed in both supraclavicular regions. 
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Roentgen studies of the chest on March 1, 1938, were reported as showing 
“marked broadening of the right upper part of the mediastinum and hilar shadows 
with dense partially linear infiltraticn of the lungs extending from the hilys 
medially toward the apex. The picture was entirely consistent with pulmonary 
coccidioidal involvement associated with enlarged right peritracheal and hilar 
glands.” 

Systematic intravenous injections of vaccine were begun about the middle of 
April. The therapeutic response was most satisfactory. The temperature chart 
on August 5 showed a normal curve. The granulomatous swellings of the neck 
showed a rapid diminution in size. At this writing the patient appears to have 
made a clinically complete recovery and has been discharged from the hospital, 


Case 10.—P. T., a white boy aged 15, born in Michigan, came to my attention 
on March 8, 1937, through Drs. O. J. Farness and Charles W. Mills, of Tucson, 
Ariz. 

For some three years past the patient had been wintering in Arizona because 
of recurrent head infections experienced at his home in Michigan. On Noy, 20, 
1936, an unidentified insect (possibly the kissing bug, Triatoma protracta) stung 
his finger. For half an hour after the sting he experienced acute pain, which 
extended up to his arm, and for a week the finger was numb. On or about 
December 11 he contracted a “sinus cold,’ but returned to Michigan for the 
Christmas holidays. On Jan. 4, 1937, he returned to Tucson, recuperating from a 
severe cold and an acute flare-up of the sinal infection, associated with discharge 
from the ears. While afebrile, he was coughing and raising some sputum. 
On January 12 he complained of pain in the right side of the chest. On 
January 16 a roentgenogram of the chest revealed a “3 by 4 cm. cavity in the 
right infraclavicular region, with a patch of heavy infiltration immediately above 
the cavity.” Search for tubercle bacilli in the sputum gave negative results. 
On February 19 a roentgenogram of the chest showed enlargement of the pul- 
monary cavity associated with “a soft infiltration in the region of the middle 
lobe of the right lung and fluid in the left lower portion of the chest” (Drs. Far- 
ness and Mills). On February 22, because of roentgen evidence of spread to the 
lower lobe of the left lung, Drs. Farness and Mills instituted artificial pneumothorax 
on the right side. Repeated examination of sputum by the referring physicians 
finally revealed the presence of C. immitis. Inoculations of guinea pigs showed 
a similar picture. A cutaneous test with coccidioidin gave a strongly positive result. 

On his arrival here in Los Angeles the patient was hospitalized at the Cedars of 
Lebanon Hospital. A cutaneous test with coccidioidin performed on March 10, 
gave a strongly positive result. Coccidioides vaccine therapy was begun on March 
15. The patient was kept in bed, at complete rest, and was given a liberal high 
caloric diet and halibut liver oil with viosterol in ascending doses. His improve- 
ment was steady and progressive. He was discharged on August 30, clinically 
well and with roentgen evidence of a closed pulmonary cavity. My last cor- 
respondence with the patient’s father was on May 16, 1938, at which time I was 
advised that there had been no evidence of recurrence. 


COMMENT 


These reports indicate the results of immunotherapy which I have 
achieved in 24 cases of coccidioidal granuloma of varying degrees of 
severity and extent, covering three years. Five of the patients are stil 
under treatment at Los Angeles County Hospital. Three are ambulatory 
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and engaged productively, but come to the office for injections of vaccine 
at regular intervals. All others have been discharged as fully recovered 
or are reporting regularly for observation. 

Two patients, one with widespread meningeal involvement and 
another suffering from the acute fulminating type of the disease, died— 
the latter two weeks after admission to my service. 

The character, extent of involvement and clinical course of the infec- 
tion varied considerably in the different cases. For the most part, the 
presenting clinical picture at the commencement of treatment was of the 
subacute variety. In several it was of the acute respiratory type, but 
without erythema nodosum-like lesions (except in the case recorded), 
and in several it belonged to the more or less chronic type. 

Evidence of past or present pulmonary involvement was present in 
the majority of cases. Next in frequency was involvement of the 
cutaneous-subcutaneous system, either as a primary manifestation or 
secondary to pulmonary or other systemic or structural coccidioidal 
disease. This varied from a few limited nodular ulcerations in some 
instances to many variously sized nodular and granulomatous masses 
and in some cases to large deep-seated abscesses, Involvement of bone 
of varying degrees was present in about 30 per cent of the cases. In 4 
cases in this series there was clinical and serologic evidence of syphilis. 


TREATMENT 


The aim of all therapeutic efforts in this clinical study, as indicated 
in the title of the pages, has been the raising of the patients’ level of 
resistance to the existing infection by the employment of all available 
specific and nonspecific agents at my disposal. Accordingly, all febrile 
patients were kept in bed at complete rest. Nutritious and adequate 
diet, sunshine and fresh air played a definite part in the therapeutic 
regimen. Halibut liver oil with viosterol was given to all, and those 
seriously ill received injections of ascorbic acid daily or on alternate 
days. Anemic, dehydrated and undernourished patients also received 
blood transfusions, infusions of dextrose and parenteral injections of 
liver extract, according to clinical indications. 

Injections of vaccine constituted the specific part of therapy in all 
cases. The vaccine was at first given subcutaneously, but for the past 
two and a half years or so has generally been administered by the 
intravenous route. The standard initial dose has been 0.05 cc., and each 
succeeding injection has been increased by 0.05 cc. at intervals of eight 
to fourteen days. In instances of unduly severe constitutional reaction, 
the dose of the succeeding injection was not increased and the interval 
was usually lengthened. A course consisted of twelve to fifteen injections. 
Most patients in this series received two or more courses of injections, 
punctuated by intervals of rest of six to eight weeks. The rest 


| 

ing 

WS 

lus 

art 
ck 
ive 
ion 
| 

Ise 

ng 

he 
a 

ge 

m. 

he 

le 

le 

t. 
= 

f 

h 

| 


538 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


period would appear to be of some importance, especially when one 
recalls the potentiality of “immunity fatigue,” *° which may result from 
excessive or prolonged stimulation of the mechanism of immunity 
through antigenic action. My indication for terminating or resuming 
a course of injections has been the character of the change or the lack 
of change in the clinical picture presented by the patients. I continued 
the injections as long as the patient continued to show perceptible 
clinical improvement. When the clinical picture became stationary or, 
as occasionally happened, a gradual or sudden exacerbation occurred, | 
considered immunity fatigue to be present and terminated the adminis- 
tration of vaccine. The rest period of six or eight weeks is admittedly 
arbitrary, but has apparently proved efficacious. 

The reactions that followed the injections were focal and systemic, 
Thirty minutes to twelve hours after an injection most patients experi- 
enced chills of varying degrees of intensity or merely chilly sensations, 
followed by moderate to fairly marked rises in temperature, malaise and 
occasionally aches and pains of rather brief duration. Those with 
pulmonary involvement frequently complained of increased cough, 
tightness in the chest or pleural pain. Cutaneous-subcutaneous lesions 
frequently showed increased drainage and heightened inflammatory 
reaction. Similar focal reactions have been observed to occur in areas 
that had previously received injections of the vaccine cutaneously before 
the intravenous route was adopted. 

Clinical improvement was observed to set in from three to six weeks 
after the commencement of treatment. Systemically, a gradual but steady 
decline in the fever curve anc. a concomitant decrease in the dispropor- 
tionately high pulse rate were noted. Night and “sleep” sweats subsided. 
The appetite for food returned to normal, and cough and expectoration 
in patients with pulmonary involvement gradually lessened and finally 
completely disappeared. Gain in weight and return of strength and 
vigor constituted prominent signs in the picture of clinical recovery. 

The cutaneous-subcutaneous picture usually kept pace with the 
favorable systemic progress. Observable involutional changes in the 
nodular ulcerative and abscess-like lesions usually became manifest after 
the first two or three injections of vaccine. The individual lesions showed 
a gradual but steady decrease in size; the ulcerations which were 
originally necrotic and sluggish changed to the more active and more 
or less healthy granulating variety. The purulent discharge from the 
abscesses gradually lessened in amount and became “thinner.” The 
abscess cavities and ulcerated surfaces finally contracted and were 
bridged over by fibrous tissue, the latter lesions terminating in atrophic 
depressed fairly soft and pliable scars. 


39. Kahn, R. L.: Tissue Immunity, Springfield, Ill, Charles C. Thomas, Pub- 
lisher, 1936. 
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RESUME 


The results of vaccine treatment in this limited series of cases 
compare most favorably with those of all other methods of treatment 
recorded in the literature, including injections of colloidal copper, which 
I have employed more or less successfully in some 80 cases of coccidioidal 
involvement of all descriptions for approximately ten years. The 
response to vaccine therapy usually has been a sustained progressive 
improvement in the clinical picture, with apparent complete recovery 
in a large majority of the cases. The ultimate fate of the patients is, 
of course, unpredictable, but at this writing they appear to be restored 
to normal health and usefulness. 

Of importance in the successful application of immunotherapy here 
has been the recognition that from the standpoint of time coccidioidal 
infection is essentially a chronic disease, requiring diligent and pro- 
longed treatment. Two patients in this small series have, to all appear- 
ances, recovered from their infection completely after one course of 
injections. The great majority, however, required two or more, punc- 
tuated by intervals for rest. The clinical course in most instances was 
characterized by varying periods of remission and relapses. 

Equally important is it that the vaccine employed should either be 
autogenous or be prepared from as many strains of C. immitis as may 
be available for the purpose. The antigenic potency of the vaccine was 
maintained best under refrigeration, but even under such conditions 
evidence of deterioration and loss of potency was observed within ten 
to twelve months after preparation. The intravenous route, as already 
indicated, has proved the most effective for administration, but experi- 
ence taught me not to continue the injections beyond the point of 
“immunity fatigue,” evidenced by the clinical indications mentioned in 
a preceding paragraph. 

The rationale of this method of treatment is obvious and requires 
little elucidation. The coccidioides vaccine is an immunogenic antigen 
which when injected parenterally appears to be capable of activating 
or stimulating the body cells and fluids to phagocytic action and to 
production of specific immune bodies against C. immitis and its toxins. 
The exact character of these immune bodies, whether lysins, precipitins 
or agglutinins, is at present only a matter of speculation. Experimental 
efforts in this direction have been made by me (unpublished), as well 
as by other students *° of the subject, with inconstant and inconclusive 
results thus far. Continued experimental investigations in this field 
should produce fruitful results. 


40. Cooke, J. N.: Immunity Tests in Coccidioidal Granuloma, Arch. Int. Med. 
15:479 (March) 1915. Davis.® McDonald.27 
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CONCLUSIONS 


1. Coccidioidal granuloma is a fungous disease of serious propor- 
tions, but tends to respond favorably to specific immunogenic therapy, 

2. A survey of the literature reveals that a multiplicity of therapeutic 
agents have been employed by different clinicians, with varying and 
contradictory results. On theoretic grounds these varying results could 
be explained on the basis of a nonspecific immune tissue-humor response 
of some patients when stimulated by certain chemical substances which 
in other persons do not call forth such a response. 

3. Dickson’s epidemiologic studies of coccidioidal infection indicate 
the probable existence of active immunity in exposed persons. The 
erythema nodosum-like lesions of the primary form of the disease, 
observed and described by Dickson, could be explained on the basis of 
a relation to the specific cutaneous lesions resulting from injections of 
coccidioides filtrate for diagnostic purposes ; both are probably an expres- 
sion of tissue immunity. 

4. Specific immunogenic therapy is a rational procedure theoretically 
and has proved its worth clinically in 20 odd cases of systemic and 
cutaneous coccidioidal infection. 


2007 Wilshire Boulevard. 
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PYODERMA GANGRAENOSUM, ONYCHOGRYPHOSIS 
AND ONYCHOLYSIS 


WITH ULCERATIVE COLITIS 


IDA J. MINTZER, M.D. 
JAMAICA, N. Y. 


In recent years attention has been called to cases of pyoderma 
gangraenosum characterized by suppurative destruction of the skin in 
association with infections of long duration elsewhere in the body. 
Ulcerative colitis is internal, chronic and debilitating, gives rise to poor 
resistance and bears a definite etiologic relation to the disease. Ungual 
changes in association with pyoderma gangraenosum have apparently 
not been reported in the literature. It is assumed that they are the 
result of pyogenic infection of the skin which is able to superimpose 
itself on existing constitutional debility, as well as of lowered resistance 
of the skin and nails. 

In the case to be reported here it was noted that dystrophic changes 
of all the nails took place. The underlying debility was probably 
responsible for the lowered resistance of the nails. 

The etiologic organisms found in the skin and stools and repeatedly 
reported are the hemolytic streptococcus, Staphylococcus albus and 
Endamoeba histolytica. 

Pyoderma gangraenosum signifies a suppurative destructive process 
of the skin. Lane and Stroud,’ reviewing the literature, found a definite 
relation between well defined ulcerative lesions of the skin and infec- 
tions of long standing elsewhere in the body. They reported the case 
of a woman 41 years of age with widespread ulceration of the skin 
who also suffered from a prolonged infection of the genitourinary tract 
and presented marked pyemia. Repeated clinical examinations revealed 
an exacerbation of her urinary infection and a coincident marked 
recrudescence of the cutaneous lesions. 

A similar association was described by McCarthy and Fields,? who 
expressed the presumption that a lowered resistance due to colitis 
of long duration favored the production of large cutaneous ulcers. 


From the Division of Dermatology and Syphilology, the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hospital, Columbia University. 

1. Lane, C. W., and Stroud, C. M.: Pyodermia Gangrenosum: Report of a 
Case, Arch. Dermat. & Syph. 27:460 (March) 1933. 

2. McCarthy, L., and Fields, R.: Pyoderma Gangrenosum, New York State 
J. Med. 81:801 (July 1) 1931. 
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In 3 cases described in the literature the disease developed after 
burns and mechanical trauma.* 

The condition occurs as small discrete pustules with an inflammatory 
areola, which enlarge, soften and break down, or as dull red papules 
or nodules, soft and granulomatous, which increase to form large crusted 
ulcers. These may attain a diameter of several centimeters, with slightly 
raised, jagged, overhanging and undermined edges and a bright red 
base dotted with granulations and bathed in foul-smelling yellowish 

| green pus. They are usually round or oval, or may be serpiginous or 
reniform. 


REPORT OF A CASE 


B. G., a white man aged 20, was first seen by me on Oct. 20, 1937. His com- 
plaint at that time was an eruption involving the legs and, to a lesser degree, 
the dorsa of the hands. For the preceding four years the patient had had recurring 
attacks of bloody diarrhea. The stools were loose and contained mucus, pus and 
blood; they averaged three to twelve a day and were associated with abdominal 
discomfort. Three months prior to the appearance of the eruption swelling had 
developed in both legs, especially about the ankles. Slight trauma to the skin on 
the extremities was observed to be followed by a fairly deep ulcer. 

Family History—Two of the patient’s brothers had chronic ulcerative colitis, 
but without evidence of cutaneous complications. 

Examination.—Physical examination showed the patient to be nervous and well 
nourished. On the legs were seen many ulcers of various sizes. The edges were 
boggy and undermined, while the bases showed yellowish red granulation tissue 
covered with an offensive-smelling mucopurulent exudate. 

Nails.—All the nails were affected. Two thirds of the distal part became 
thickened and yellowish and separated from the nail bed. The proximal part 
remained normal except for thickening. There were no transverse sulci to divide 
; the distal from the proximal portion. The growth of the nails was not interfered 
with, nor were they brittle or friable. After slight trauma, two of the nails were 
completely shed. The surrounding skin appeared normal. 

Treatment.—Treatment consisted of rest in bed, a diet high in calories and 
vitamins, local antiseptic dressings and ultraviolet irradiation, which improved the 
ulcers considerably, though new lesions appeared occasionally. 

Subsequent Examinations—On November 3, the concentration of hemoglobin 
was 44 per cent. Erythrocytes numbered 3,740,000 and leukucytes 5,950 in each 
cubic millimeter of blood. The differential leukocyte count of 200 cells showed 
62 per cent polymorphonuclear leukocytes; there were moderate poikilocytosis, 
marked anisocytosis, an occasional macrocyte, decided achromia and occasional 
polychromatophilia. The Wassermann reaction of the blood was negative. The 
urine was normal. The stools showed no red or white blood cells and no amebas. 
On December 9, examination of cultures of the skin showed Staphylococcus aureus 
and Bacillus pyocyaneus. 

Cultures from the bowel revealed Bacillus coli, Enterococcus, Micrococcus 
catarrhalis and Bacillus subtilis. No dysentery bacilli were found. Roentgen 
examination on December 9 showed no pathologic changes in the lungs. 


3. Sutton, R. L., and Sutton, R. L., Jr.: Diseases of the Skin, ed. 9, St. Louis, 
C. V. Mosby Company, 1935. 
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After rest in bed and maintenance on a diet high in vitamins and calories, the 
blood was examined, on Jan. 31, 1938. The hemoglobin concentration was 12.6 
Gm., or 76 per cent; the erythrocyte count, 3,830,000, and the leukocyte count, 6,050. 
A differential count of 100 white cells showed 65 per cent polymorphonuclear 
leukocytes, 25 per cent lymphocytes, 6 per cent eosinophils, 1 per cent basophils and 
3 per cent mononuclears. 

An agglutination test on a blood specimen taken on Oct. 10, 1938, gave negative 
results for typhoid, paratyphoid A and B, brucellosis and typhus. Agglutination 
for Flexner dysentery V took place in a 1: 320 dilution, for X in 1: 320 and for Z 
in 1:80. Examination of a fecal specimen for enteric organisms on October 26 
gave negative results. 

Histologic Examination (Dr. David L. Satenstein)—“In the portion of the 
section where the epidermis is not present, it is replaced by a necrotic zone. 
Below this are small vessels, the walls of which are swollen sufficiently to occlude 
the lumen. Surrounding the vessels is a somewhat compact infiltration of round 
cells. The underlying cutis is markedly edematous, and the connective tissue 
bundles are swollen and compactly arranged. In the upper part of the cutis, 
underneath the remaining epidermis, which is acanthotic, there are dilated small 
vessels about which is an infiltrate of small round and connective tissue cells. 
There is some increase of fibroblasts in the middle and the deep portion of the 
cutis. In the fat zone there is an apparent increase in the number of small vessels 
in the connective tissue septums. These vessels are swollen and their lumens are 
almost closed. There is a somewhat diffuse small cell infiltrate. In the connective 
tissue about the fat zone there are a few large vessels, the largest of which show 
decided proliferative endarteritis, edema and some infiltrate in the musculature of 
the walls.” 

Subsequent Course—On November 4 the patient had a restless night, and 
owing either to scratching or to picking, about twenty or more abrasions 
developed on both legs; these soon became good-sized ulcers. The stools became 
more frequent with the advent of the new lesions. 


CONCLUSIONS 


1. Pyoderma gangraenosum is associated with chronic debilitating 
diseases of long standing. Ulcerative colitis is of etiologic importance 
in this respect. 

2. The original constitutional debility or chronic disease lowers the 
resistance of the body as well as the ability of the skin and nails to 
resist pyogenic infection. 
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DISEASES OF THE SKIN IN OKLAHOMA INDIANS 


HOWARD FOX, M.D. 
NEW YORK 


In an attempt to learn something about diseases of the skin in the 
American Indian, I spent three days in the summer of 1933 at the tenth 
Annual State Indian Fair in Craterville Park, Okla. Dr. Everett S. 
Lain,t who had previously made a similar study, assisted me in every 
possible way, as did Dr. H. W. Langheim, of the Kiowa Indian Hospital 
at Lawton, and several of his nurses. We held a continuous clinic for 
cutaneous diseases in our tepee, which was, incidentally, the only one 
at the fair grounds, the Indians preferring to sleep in modern tents of 
the white man. There were approximately 2,000 Indians in Craterville, 
the majority being Comanches and Kiowas. We also visited a camp 
nearby where about 500 Apaches and members of other tribes were 
under canvas. 

It was difficult to gain the confidence of the Indians, though they 
gradually came to the clinic in increasing numbers, largely owing to the 
work of an Indian nurse. Even when they applied for treatment some 
of them (curiously enough, the older men) were rather bashful about 
completely undressing. The patients I saw included men, women and 
children of all ages. 

Aside from the characteristic color of the skin and the sparse growth 
of straight dark hair I found comparatively little of dermatologic interest. 
I saw no rare or unusual diseases of the skin. The most interesting 
observation was the infrequency of nevi of different types and the 
entire absence of senile keratoses and cutaneous cancer. This might be 
expected in a dark-skinned race and is preeminently true of full-blooded 
Negroes. 

Of the more common inflammatory diseases, 6 cases of acne vulgaris 
in males from 18 to 27 years of age were observed, as were 3 cases each 
of eczema, lichenification and rosacea and 1 each of herpes and derma- 
titis venenata. Prurigo appeared to be rather common, 7 cases being 
noted ; all the patients were females, 5 of them children of school age. 

There were a few cases of scabies, impetigo and pustular folliculitis 
of the scalp, fewer than one would expect in a race whose standards 


1. In addition to the assistance of Dr. Lain, I had numerous letters of intro- 
duction from Assistant Secretary Zimmerman, obtained through Mr. Bernard 


Baruch. 
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of personal hygiene are still below those of the white man. Only 3 
cases of dermatophytosis of the feet were observed. 

Pigmentary disturbances included 3 cases of vitiligo; in 1 the 
involvement was rather extensive, and in all it was of long duration. 
There were 5 cases of chloasma. The latter disease was noted on the 
faces of 3 young women, sisters, all of whom were married and had 
children. What I have preferred to call partial depigmentation of the 
face was observed in 5 cases, appearing as grayish, ill defined macules, 
smooth or with slight branny scaling. This condition, described by 
Pardo-Castello as achromia parasitaria, appears to be especially common 
in dark-skinned races, though its apparent frequency may be due to 
contrast with the dark skin. 

One bluish black nevus which had been present since birth was 
seen in a full-blooded Cheyenne Indian. There were 1 case of multiple 
milia of the face and 1 case of numerous scars on the upper extremities 
which were strongly suggestive of former sporotrichosis. One charac- 
teristic nodular syphilid was also noted. 

In regard to the growth of hair, which is sparse in adults, I was 
surprised to see an unusually vigorous growth in 7 newborn infants 
at the Indian Hospital. Alopecia of the premature type was seen in 2 
men, neither of whom, however, was a full-blooded Indian. 

With the exception of the study made by Lain in 1913, there are 
apparently no records of any value relating to diseases of the skin 
in the American Indian. Government reports giving statistics of disease 
mention impetigo, scabies and venereal diseases but include no figures 
of special dermatologic interest. 

The Annual Report of the Commissioner of Indian Affairs for 1932 
stated that “the major health problems among Indians continue to be 
tuberculosis, diseases of infancy and childhood, trachoma and epidemic 
outbreaks,” the last mentioned supposedly of contagious diseases. In 
this report, which lists approximately 14,700 cases of influenza, 6,700 
of trachoma and 4,354 of tuberculosis of all types, there were nearly 
4,000 cases of impetigo and about 2,000 of scabies. No mention is made 
of cutaneous cancer. 

Although the number of Indians actually enumerated was 228,381, 
they are widely scattered over the United States in reservations, agencies 
and schools. While nearly 30 per cent of all Indians are in Oklahoma, 
these are also scattered, and it would be a hard and time-consuming 
task to make an extensive study of diseases of the skin from which 
they suffer. This would be infinitely more difficult than a study of 
Negroes, who attend clinics, where valuable records have been made. 
Whether the frequency or rarity of certain cutaneous diseases among 
Indians approximates the incidence in the white race or in the most 
deeply pigmented race, the Negro, I am unable to state. 
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SUMMARY 


A continuous dermatologic clinic was held for three days at the 
Annual State Indian Fair in Craterville, Okla. A short visit was made 
to another Indian camp near by. Most of the Indians suffering from 
diseases of the skin were observed. No rare or unusual. dermatoses 
were seen. Nevi were infrequent, and no cases of senile keratoses, 
cutaneous cancer or keloid were observed. Prurigo appeared to be 
rather common. 


140 East Fifty-Fourth Street. 
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DIFFERENTIAL DIAGNOSIS OF KERATOSIS 
BLENNORRHAGICA AND PSORIASIS 
ARTHROPATHICA 


ERVIN EPSTEIN, M.D. 
OAKLAND, CALIF. 


Since Adamson’s* report in 1920 postulating a relation between 
keratosis blennorrhagica and psoriasis arthropathica, various clinicians 
have felt that the two conditions are identical. Adamson based his con- 
tention on the following four points. First, cases of arthropathic psoriasis 
are observed in which the lesions on the palms and soles strikingly 
resemble those of gonorrheal keratosis. Second, in many cases of 
keratosis blennorrhagica there are lesions on the limbs and trunk which 
are indistinguishable from those of psoriasis. Third, there are cases in 
which it is difficult to make a definite diagnosis between the two. Finally, 
there is a striking similarity in the histologic architecture of the two 
conditions. 

No serious objections can be raised against the arguments advanced, 
but the conclusion drawn appears erroneous at this date. With the 
advantage of twenty years of further study of the subject, most derma- 
tologists feel that the two conditions are separate entities. After all, 
psoriasis arthropathica is a form of psoriasis, while keratosis blennor- 
thagica is a maniféstation of gonorrhea. No one would compare 
psoriasis vulgaris with common gonorrhea, although there may be a 
marked similarity in these special manifestations of the two processes. 
However, clinical and histologic resemblance does not constitute a con- 
vincing proof of the relation of two diseases. 

Realizing that this problem is by no means settled and recognizing 
the difficulty of differential diagnosis, I felt that analysis of a series of 
cases of these conditions might suggest methods of differentiation. The 
study reported here advances many factors of differential diagnostic 
significance. These are offered with the reservation that consideration 
of a larger series may modify some of the statements made in this 
communication. 

DEFINITIONS 


In order that the reader may appreciate my concept of the conditions 
under consideration, two definitions are offered. While it is difficult to 


Read before the Section on Dermatology and Syphilology of the California’ 
Medical Association, Del Monte, Calif., May 1, 1939. 
1. Adamson, H. G.: Keratodermia Blennorrhagica: Is It a Form of Psoriasis? 
Brit. J. Dermat. $2:183 (May) 1920. 
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question a diagnosis after reading the description of an eruption or after 
seeing a photograph of a patient or of a microscopic section, every effort 
was made to include only cases in which the clinicopathologic picture 
conformed to these definitions. 

Keratosis blennorrhagica is an acute to chronic pustulokeratotic 
eruption occurring in a patient with active gonorrheal urethritis and 
arthritis. 

Psoriasis arthropathica is a form of atrophic arthritis associated with 
psoriasis and exhibiting a reasonable amount of synchronous activity, 
as evidenced by remissions and relapses, in the articular and cutaneous 
manifestations. 

These definitions could be enlarged on and discussed at great length, 
but they are merely presented so that the reader will understand the 
criteria utilized in selecting the cases for this study. 


MATERIAL 


The rarity of the arthritic form of psoriasis and of keratosis blennor- 
rhagica makes it impossible for any observer to study enough cases per- 
sonally to obtain data of statistical value. Therefore, 75 examples of 
blennorrhagic keratoses and 33 of psoriasis arthropathica were gath- 
ered from various sources, including personal experience, cooperating 
physicians and hospitals and cases reported in the literature or presented 
before various dermatologic societies of the United States and of Great 
Britain. In order that the statistics might be as significant as possible, 
only cases that were definitely examples of one or the other condition 
were included. 

. The small group of patients with arthropathic psoriasis is the result 
of the difficulty experienced in finding typical cases. Although there are 
said to be about 200 such cases in the literature, most of them a.e too 
incompletely presented to allow proper evaluation. The distinction 
between psoriasis arthropathica and psoriasis with coexisting arthritis 
is often a very fine one. Only typical cases were included in this 
compilation. 

This does not constitute a complete review of the literature but 
represents a large portion of the available cases. 


ETIOLOGY 


As has been stated, an important point in differentiation of these 
two conditions is that in one the patient has psoriasis, while in the other 
he has gonorrhea. The consideration of this point will immediately 
suggest many differentiating features. Gonorrheal keratoses are part 
of a systemic infection. Therefore, one finds other gonorrheal mani- 
festations accompanying the eruption, including urethritis, arthritis, 
prostatitis, tenosynovitis and endocarditis. The patient with psoriasis 
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arthropathica has only arthritis in common with this syndrome. Although 
he may be ill and in great pain during acute relapses, the acute infectious 


aspect is less marked. 

Most authorities state that keratoses occur once in every 5,000 cases 
of gonorrhea.” The estimated incidence of psoriatic arthropathy in 
psoriasis varies from 1 to 7 per cent. The experience gained in col- 
lecting these cases suggests that true arthropathic psoriasis occurs in 
less than 1 per cent of patients presenting the cutaneous lesions of 
psoriasis. 

Sex.—Blennorrhagic keratoderma may be considered a disease con- 
fined to males. Cases of its occurrence in women have been reported by 
Sutton,® Isaac, Robert,> Beatty and Lees.’ In all the diagnosis could 
be questioned. Sutton’s patient had no arthritis, and only the abdomen 
was involved. Isaac’s case came closest to fulfilling the criteria, but 
gonorrheal infection was not proved, and the lesions were somewhat 
atypical. In neither of Robert's 2 cases was arthritis present. One of 
the patients was a girl 4 years of age, fully sixteen years younger than 
the next youngest patient in this series. Beatty’s patient was ambulatory, 
and Beatty had some doubt regarding the validity of the diagnosis. In 
the case reported by Lees gonorrhea was not proved, although photo- 
graphs of the lesions were suggestive of keratosis blennorrhagica. 

In arthropathic psoriasis, on the other hand, one finds that approxi- 
mately one half of the patients (51.5 per cent) are females. Until more 
convincing proof is offered that gonorrheal keratoses occur in females 
it may be assumed that an eruption belonging in this group and occurring 
in a woman is psoriasis until it is proved otherwise. Adherence to this 
principle would eliminate a number of problems, including all 3 of 
Adamson’s ' illustrative cases. 

Age.—Table 1 shows the difference in the ages of patients with each 
of the two conditions under discussion. As is to be expected, blennor- 
rhagic keratoses occur in the age groups in which acute gonorrhea is 
most prevalent. There were no patients under 20 years of age. This 


2. (a) Brown, W. H., and Hargreaves, H.: A Case of Gonorrheal Keratosis, 
Brit. J. Dermat. 29:107 (April-June) 1917. (b) Lees, D., and Percival, H.: 
Keratoderma Blennorrhagicum, Lancet 2:1116 (Nov. 21) 1931. 

3. Sutton, R. L., and Sutton, R. L., Jr.: Diseases of the Skin, ed. 9, St. Louis, 
C. V. Mosby Company, 1935, p. 525. 

4. Isaac, C. L.: A Case of Keratodermia Blennorrnagica in a Woman, Brit. 
J. Dermat. 32:195 (May) 1920. 

5. Robert, E.: Contribution a l’étude des troubles trophiques cutanés dans la 
blennorhagie: Cornes cutanées, Thesis, Paris, no. 300, 1897. 

6. Beatty, J.: Keratoderma Blennorrhagicum, Brit. M. J. 1:14 (Jan. 1) 1927. 

7. Lees, D.: Keratodermia Blennorrhagicum, Edinburgh M. J. 28:99 (April) 
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is to be explained by the fact that in most instances the urethritis was 
recurrent. Ninety-two per cent of the patients were less than 40 years 
of age at the time they were affected by keratosis blennorrhagica. The 
case of the oldest patient in this series, a man aged 48, was presented 
by Connor.’ The eruption accompanied a recurrence of a previous 
gonorrheal infection. 

It was felt that the age at which the complete syndrome of psoriatic 
arthropathy appeared would be the proper age to compare with the fore- 
going figures. Obviously, the age at which the reporting physician 
observed the patient is less significant. The age at which the psoriatic 
eruption appeared would correspond to the age at which urethritis was 
first noted in the patients in the first group. 

This shows that psoriasis arthropathica may occur at any stage of 
life. The average age does not vary greatly from that of patients with 


TABLE 1.—Age of Onset of Complete Syndrome in Seventy-Five Patients with 
Keratosis Blennorrhagica and Thirty-Three with Psoriasis Arthropathica 


Percentage with Percentage with 
Keratosis Psoriasis 
Age, Years Blennorrhagica Arthropathica 


gonorrheal keratoses. In both groups the greatest incidence falls within 
the age group from 20 to 40 years. However, 30 per cent of the patients 
did not have arthritis until after forty years of life. The extremes in 
the second group were from Garrod and Evans’ ® patient, a girl aged 9, 
to the 59 year old woman whose case was reported by Hunt."° 


Heredity—In no instance of keratosis blennorrhagica was there a 
history suggestive of a similar syndrome occurring in other members of 
the patient’s family. Lane and Crawford ‘' found that multiple mem- 
bers of the same family were affected in about 25 per cent of cases of 
psoriasis. Personal observation was made of a mother and daughter, 


8. Connor, W. H.: Keratoderma Blennorrhagicum, Arch. Dermat. & Syph. 
29:963 (June) 1934. 

9. Garrod, A., and Evans, G.: Arthropathia Psoriatica, Quart. J. Med. 17: 
171 (Jan.) 1924. 

10. Hunt, E.: Pustular Psoriasis with Arthritis, Brit. J. Dermat. 44:331 
(June) 1931. 

11. Lane, G. C., and Crawford, G. M.: Psoriasis, Arch. Dermat. & Syph. 35: 
1051 (June) 1937. 
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both of whom presented typical arthropathic psoriasis. O’Donovan *” 
mentioned an instance in which a mother had psoriasis arthropathica, 
one of her daughters had psoriasis and the other had arthritis. 


HISTOPATHOLOGIC PICTURE 


The similarity in the microscopic picture of these two entities has 
been stressed repeatedly. In both conditions one sees parakeratosis, 
acanthosis, subcorneal pustules and marked elongation of the papillae. 
These observations can hardly be classified as pathognomonic of either 
condition. 

Individual slides in cases of keratosis blennorrhagica may show dif- 
ferences from psoriasis vulgaris in the form of pure hyperkeratosis, 
subcorneal vesiculation, decided pustulation, intense inflammatory 
changes in the upper layers of the corium and less marked papillary 
proliferation. However, most authorities doubt whether the condi- 
tions can be accurately differentiated by histologic examination. The 
resemblance between gonorrheal keratoses and psoriasis pustulosa may 
be even more marked. Any small pustule with a hyperkeratotic crust 
may simulate early blennorrhagic keratoderma. 

From the results of this study I do not feel justified in stating that 
a purely histologic diagnosis of either condition can be made. 


CLINICAL PICTURE 


The individual lesions of psoriasis arthropathica and of keratosis 
blennorrhagica may. appear indistinguishable on cursory examination. 
The keratotic patches in psoriasis and the psoriasiform lesions in 
gonorrhea have been mentioned. However, consideration of the cutane- 
ous manifestations elsewhere on the body and extremities usually reveals 
lesions typical of one condition or the other. 

There are several points which are valuable in differentiation of the 
entities under consideration. Figure 1 shows a lesion on the knee of a 
patient with typical keratosis blennorrhagica on the feet. Most derma- 
tologists would tend to diagnose this lesion if seen alone as psoriasis. 
Despite the characteristic location and the appearance in the photograph, 
scraping the crust with a blunt instrument failed to elicit the exfoliation 
of silvery scales. The crust was more adherent than are the scales of 
psoriasis vulgaris in this location. Removal of the crust did not leave a 
raw surface with pinpoint bleeding spots. These features should allow 
for the differential diagnosis of an individual lesion. 

Most patients with gonorrheal keratoses note that the individual 
lesion starts as either a vesicle or a papule which rapidly becomes 
pustular and dries with the formation of an adherent crust. The history 


12. O’Donovan, in discussion on Barber, H. W.: Psoriasis Arthropathica, 
Brit. J. Dermat. 43:188 (April) 1931. 
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of pustules or vesicles rules out the common psoriatic lesion, although 
pustules are found in some instances. Psoriasis arthropathica and 
psoriasis pustulosa were found in the same patient in 18.1 per cent 
of the cases in this series. This is an abnormally high percentage for 
the occurrence of pustulation in psoriasis. Still, pustulation, while not 
conclusive in itself, is more suggestive of blennorrhagic keratoses than 
of a psoriatic eruption. 

Comparison of Time of Onset of Eruption and of Arthritis —In 
this connection one of the most characteristic differences in the diseases 
under consideration is to be found. In keratosis blennorrhagica the 
cutaneous and the articular lesions may appear simultaneously, but as 
a rule the arthritis is present for about one month prior to the appear- 
ance of the eruption. In this series the interval varied from one day 
to six months. 


Fig. 1—Keratosis blennorrhagica on the knee, suggesting psoriasis arthropathica. 


On the other hand, psoriasis usually appears years before the onset 
of arthritic symptoms. There may be as much as twenty-nine years’ 
difference, as in one of Hunt’s '® cases. The average interval for this 
series was 6.6 years. 

Location of Eruption.—Consideration of this feature suggests certain 
salient differentiating points. In gonorrheal keratoses the lesions are 
localized ; in only 2.7 per cent of the cases in this series could they be 
spoken of as generalized. Originally the cutaneous manifestations of 
psoriasis are localized to the usual sites of predilection, i. e., the elbows. 
knees and scalp, but when the arthritis appears the eruption usually 
becomes generalized. In Templeton’s ** case psoriasis exfoliativa devel- 
oped. The eruption was described as universal or generalized in 2 
cases (78.8 per cent) in this series. Therefore, widespread involvement 
of the skin favors the diagnosis of psoriasis arthropathica. 


13. Templeton, H. J.: Personal communication to the author. 
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The location of lesions offers valuable diagnostic hints. In gonorrhea 
the feet are the most commonly involved area. They were affected in 
71 instances (94.8 per cent) in this series. Usually the soles are involved, 
a rare location for psoriasis. In blennorrhagic keratoses the hands are 
commonly affected (32 per cent), but they are rarely affected in the 
arthritic form of psoriasis. The penis is affected in 28 per cent of cases 
of the former condition ; penile involvement is not common in psoriasis. 
Lesions of the scalp are more frequent with psoriasis arthropathica, 
although in 18.7 per cent of patients with gonorrheal keratoses in this 
series the scalp was affected. 

An outstanding differential point is to be found in examination of 
the elbows. In practically every case of psoriasis with arthritis there 
were cutaneous lesions over the extensor surface of this joint. In com- 


Taste 2.—Location of Eruption in Seventy-Five Patients with Keratosis 


Blennorrhagica 
Location Cases Percentage Location Cases Percentage 
THEM. 11 14.7 1 1.3 


parison, the elbows were affected in only 5 patients (6.7 per cent) with 
keratosis blennorrhagica. 

Table 2 shows the location of the eruption in 75 cases of gonorrheal 
keratoses. This could not be compared with the findings in arthropathic 
psoriasis, as in too many instances of the latter the eruption was described 
merely as generalized. 

Arthritis—As the cutaneous manifestations of the two conditions 
differ, so do the clinical characteristics of the associated arthropathies. 
Basically both are of the atrophic variety, but in psoriasis the articular 
lesions tend to be more chronic and deforming. Either may cause 
ankylosis, but this seldom occurs in gonorrhea while the cutaneous 
lesions are still present. This is due to the fact that the keratoderma 
is self limited while ankylosis is a comparatively late development. 
Severe deformities of the hands are characteristic of psoriasis arthro- 
pathica but apparently do not occur in keratosis blennorrhagica. 

Table 3 shows the comparative incidence of involvement of the 
individual joints in each condition. While the table does not bring 
this out, gonorrhea usually primarily affects the larger joints, especially 
the knees and ankles, while in arthropathic psoriasis the process is 
usually primary in the small joints of the hands and involves the larger 
jomts secondarily. In fully developed involvement there is little differ- 
ence as to which joints are affected except for those of the hands and 
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knees, which are almost uniformly involved in one condition or the other. 

There is disagreement as to whether the differential diagnosis can 
be made from the roentgen appearance of the joints. Probably this js 
less accurate than clinical differentiation based on the aforementioned 
features. 

Constitutional Signs and Symptoms.—One is confronted by the com- 
parison of an acute and a chronic illness. The patient with gonorrhea] 
keratoses is acutely ill. He requires rest in bed. His oral temperature 
varies from 100 to 104 F. He may have decubitus ulcers if neglected. 
He is often emaciated and may even be cachectic. Various authors have 
described the patient’s condition as a “picture of extreme misery and 
“distress” '* or even “lamentable.” *° 


TABLE 3.—Articular Involvement in Seventy-Five Cases of Keratosis Blennor- 
rhagica and Thirty-Three of Psoriasis Arthropathica 


Keratosis Blennorrhagica Psoriasis Arthropathica 
ae 


Percentage 


Percentage 


3 


Surprisingly, the patient usually recovers with or without therapy, 
although he may later die of septicemia or other complications of his 
arthritis, which may persist indefinitely. In this series only 4 patients 
died (the patients in the cases reported by Scholtz ** and Lees and 
Percival *» and the 2 patients of Rost’*). Simpson’s ™ patient com- 
mitted suicide after being bedridden by his arthritis for two years. 
Patients with psoriasis arthropathica are usually ambulatory except 
during acute relapses. The basic involvement of the small joints of the 
hands is deforming but allows the patient to carry on a certain amount 
of activity. The chronicity, with a course extending over years, explains 
the fact that until the late stages such patients are usually in better 
condition than those with blennorrhagic keratoses. Involvement of larger 
joints may later confine the patient to bed. Ankylosis of the knees, 


14. Scholtz, M.: A Syndrome of Blennorrhagic Keratoderma, Arch. Dermat. & 
Syph. 21:961 (June) 1930. 

15. Haase, M.: Keratosis Blennorrhagica, J. Cutan. Dis. 34:817 (Dec.) 1916. 

16. Rost, G.: Seltene Komplikationen der Gonorrhoe: Hyperkeratotische 
Exantheme und universelle, ankylosierende Arthritis, Dermat. Ztschr. 18:3, 1911. 

17. Simpson, F. E.: Keratodermie Blennorrhagique, J. A. M. A. 59:607 (Aus. 
24) 1912. 
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ankles and other large joints may be crippling. In acute relapses the 
patient with the arthropathic form of psoriasis may be as ill and in as 
much pain as the one with keratosis blennorrhagica. 

On the other hand, both the eruption and the arthropathy usually 
persist until the patient dies. The only fatalities in this series were 
observed by Templeton,’* Nordin ** and Piogey '® (from the service of 
Dr. M. Terrier). 

Involvement of the Nails.—It is recognized that both entities com- 
monly affect the nails. In this series the finger nails or toe nails or both 


Taste 4.—Differential Diagnosis of Psoriasis Arthropathica and Keratosis 
Blennorrhagica 


Basie 


Loeation of cutaneous lesions 


Keratosis Blennorrhagica 


Gonorrhea + arthritis 
Males only 

20 to 50 years 

None 

Arthritis 
Hyperkeratotic pustules 


Localized, especially on feet, 
hands and penis, and spar- 
ing elbows (93.3%) 


Psoriasis Arthropathica 


Psoriasis + arthritis 

Both sexes (50% of each) 

Any 

Occasionally 

Eruption 

Silvery scaling; pinpoint 
hemorrhages, etc. 

Generalized after starting on 
knees, elbows and scalp 


Oceasionally present (18.2%) 


Probably always present 
Usually knees and ankles with 
or without other involvement 


Usually starts on hands and 


later spreads to other 


of other joints joints 
Constitutional signs and Patient confined to bed Patient ambulatory during 
symptoms remissions 
Starts as a subungual pus- Punctate depressions; atro- 


tule with later heaping phy; ridging; subungual 


up of crusts distally amorphous material 
Lesions of mucous membrane Oceasionally Of questionable occurrence 
Ocular involyement............ Occasionally Never 
Laboratory evidence of Usually present None unless coincidental 
gonorrhea 
pacar Self limited Prolonged, usually persisting 


for life 
Probably always 
Usually good 


Uncommon (10.7%) 
Poor 


Response to local therapy..... 


showed changes in 42.6 per cent of the patients with keratosis blennor- 
rhagica and in 78.8 per cent of those with arthropathic psoriasis. More 
careful reporting of cases would undoubtedly have increased the per- 
centage in each group. 

As a rule, the type of involvement is characteristic of each disease. 
The basic gonorrheal lesion is a pustule which forms under the distal 
portion of the nail. It dries and forms a parakeratotic crust. The crusts 
become heaped up and separate the nail from its bed. The nail then 
becomes dry, lusterless and fragile. Onychoptosis frequently results. 
The toe nails are affected to a much greater extent than are the finger 
nails. No instance of universal ungual involvement was noted in this 


18. Nordin, G.: Fatal Case of Psoriasis Arthropathica, Acta dermat.-venereol. 
15:221 (June) 1934. 
19. Piogey, E.: Psoriasis arthritique, Progrés méd. 6:763, 1878. 
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series. Figures 2 and 3 illustrate ungual changes typical of blennorrhagic 
keratoderma. 

Various types of pathologic changes of nails are noted in conjunction 
with psoriasis arthropathica. The most characteristic lesion is the well 
known pitting. There may be heaping up of amorphous material under 
the nail, which may be atrophic and ridged both longitudinally and cross- 
wise. As a rule, all of the nails are involved to a greater or lesser extent, 
Exfoliation of the nails is comparatively uncommon. 

Surgical removal of the affected nails may be curative in keratosis 
blennorrhagica but is unavailing in psoriasis arthropathica. 


Lesions of the Mucous Membrane.—Psoriasis seldom if ever involves 
the mucous membranes. In 6 cases (8 per cent) in this series, papules 
were present in the mouths of patients with keratosis blennorrhagica. 
This percentage would probably have been increased in the manner 
referred to in the preceding section. The lesions are usually white 
papules with or without erythematous areolas. They affect the hard 
palate most commonly but may occur anywhere within the oral cavity. 
These lesions occur simultaneously with the appearance of acute cutane- 
ous manifestations and are asymptomatic. They are usually the first 
lesions to disappear. Involvement of the mucous membrane, if present, 
is of definite differential diagnostic significance. 

Ocular Involvement.—Psoriasis arthropathica has no known effect 
on the eyes. Gonorrheal keratoses, however, are commonly associated 
with toxic conjunctivitis from which organisms cannot be recovered. 
In 2 personal cases *° corneal ulcers were noted accompanying recur- 
rences of cutaneous lesions. While the percentage of ocular complica- 
tions in this series was only 13.3, the same comment as aforementioned 
can be made in regard to incomplete reporting of cases. The 3 patients 
who were studied personally 7! presented both ocular lesions and lesions 
of the mucous membrane. 

Urethritis —While a patient with psoriasis may have a urethral dis- 
charge containing gonococci and arthritis of either blennorrhagic or 
psoriatic causation, this coincidence occurred only once in this series. 
In comparison, urethritis probably always accompanies the cutaneous 
lesions of keratosis blennorrhagica. Furthermore, in 67 cases (89.4 per 
cent) an acute recurrence of a previous infection accompanied the 
arthritis and keratosis. In addition to being a point of importance in 
differential diagnosis, this observation suggests that gonorrheal keratosis 
occurs as the result of sensitization of the skin to a previous gonococcic 


20. Epstein, E., and Chambers, S. O.: Keratosis Blennorrhagica with Corneal 
Lesions: Further Observations on the Therapeutic Effect of Hyperpyrexia, Arch. 
Dermat. & Syph. 36:1044 (Nov.) 1937. 

21. Epstein, E.: Hyperpyrexia in the Treatment of Keratoderma Blennor- 
rhagicum, Am. J. Syph., Gonor, & Ven. Dis. 21:148 (March) 1937. Epstein and 
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infection. In this respect it is analogous to the development of derma- 
tophytids. 

Course of Diseases—Consideration of this point also offers informa- 
tion of value in differentiation of arthropathic psoriasis and keratosis 
blennorrhagica. The former is a chronic affliction lasting a lifetime and 


Fig. 2.—A, typical involvement of the thumb nail in keratosis blennorrhagica. 
B, side view of the great toe, showing subungual keratosis blennorrhagica. 


Fig. 3.—Late involvement of the nails in keratosis blennorrhagica. 


characterized by frequent relapses and remissions. The latter is an acute, 
self-limited process. It runs a course varying from six weeks to eight 
months, its usual duration being four to six months. The arthritis is 
apt to persist even after the cutaneous lesions have disappeared. 

“ In gonorrheal keratoses recurrences are not unheard of. They were 
i noted in 8 cases (10.7 per cent) in this series. Long remissions may 
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occur in arthropathic psoriasis, but in the typical case the patient is more 
or less constantly distressed by the presence of both the eruption and the 
arthritis. The relapses mentioned usually consist of accentuation of pre- 
existing complaints. 

Response to Therapy.—This may be considered from two aspects, 
local therapy and fever therapy. As a rule, local therapy is efficacious 
in temporarily eradicating the cutaneous manifestations of psoriasis 
arthropathica. It is noteworthy that this improvement is usually asso- 
ciated with lessening of the severity of the articular symptoms. In a 
personally observed case, ointment therapy to psoriatic lesions for one 
week resulted in sufficient improvement to enable the patient, who was 
arthritic and bedridden, to leave the hospital in an ambulatory state. 
Local therapy has not proved particularly successful in the removal of 
gonorrheal keratoses or in affecting the accompanying arthritis. 

The use of fever therapy for psoriasis has been favorably commented 
on by several observers. However, in my experience it has proved 
disappointing. The results can best be described as inconstant and 
erratic. In comparison, no case of keratosis blennorrhagica has been 
formally reported in which treatment with hyperpyrexia has failed to 
produce a prompt improvement if the temperature was elevated suf- 
ficiently and the elevation maintained for a long enough period. Owing 
to the few cases of each condition in which this method has been used, 
the therapeutic response to fever therapy cannot yet be seriously con- 
sidered as a proved differentiating factor. 


LABORATORY FINDINGS 


Laboratory investigations have not been productive of definite diag- 
nostic information. The urine of patients with gonorrheal keratoses 
usually contains a faint trace of albumin and varying numbers of white 
blood cells in the sediment. In the presence of psoriatic arthritis the 
urine is usually normal. Blood counts reveal a normal hemoglobin 
content and red blood cell count, or there may be mild secondary anemia 
in either condition. There are usually approximately 15,000 white blood 
cells per cubic millimeter of blood, although this may vary from 8,000 
to 25,000 in cases of gonorrheal keratoses. The differential count shows 
65 to 85 per cent of polymorphonuclear leukocytes. The white blood 
cell count is not significantly different in psoriasis arthropathica. The 
sedimentation rate tends to be rapid in either condition. 

The complement fixation test for gonorrhea has not proved to be ot 
great value. Any patient with psoriasis who has ever had gonorrhea 
may give a positive reaction. The reaction is not always positive in cases 
of keratosis blennorrhagica. It was negative in 27.7 per cent of the 18 
cases in this series in which the test was performed. 
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The finding of gonococci in the cutaneous lesions is unusual and of 
doubtful significance. This has been accomplished by Gager,?* Wad- 
sack, Campbell,’ DuBois *° and others. Gonococci were demonstrated 
in 74 per cent of the 23 cases of keratosis blennorrhagica in which an 
attempt was made to find them in the urethral discharge. 

Weissenback, Martineau and Bouwens *° stated that the relapses in 
psoriatic arthropathy are associated with hypolipemia. From personal 


observation I can neither deny nor confirm this point. 


COMMENT 


From the foregoing presentation it is obvious that keratosis blennor- 
rhagica differs from psoriasis arthropathica in many respects. It seems 
inconceivable that two diseases with so many differentiating points could 
be considered identical. 

It is also apparent that the arguments advanced by Adamson * and 
other proponents of the relation of these entities are based on observa- 
tions which are more apparent than real. It is true that individual lesions 
of one condition may resemble those of the other and even that the 
composite pictures may be strikingly similar. However, careful con- 
sideration in the light of the facts brought out in this study will usually 
allow the clinician to differentiate these entities. The confusion arose 
because sufficient cases had not been studied and the differentiating 
characteristics of each syndrome catalogued. 

Table 4 shows the major distinguishing features between psoriasis 
arthropathica and keratosis blennorrhagica. 


SUM MARY 


A study of 75 patients with keratosis blennorrhagica and 33 with 
psoriasis arthropathica is reported. More than a superficial resemblance 
between the two conditions was not demonstrated. 

The differential diagnosis is discussed. 

The evidence at hand favors the opinion that these conditions are 
independent entities. 
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DERMATITIS NODULARIS NECROTICA 


REPORT OF A CASE IN WHICH CHANGES CHARACTERISTIC OF 
LYMPHOSARCOMA WERE OBSERVED AT NECROPSY 


HARRY A. NiEMAN, 


DAYTON, OHIO 
AND 


FRED WISE, M.D. 
YORK 


NEW 


A description of dermatitis nodularis necrotica was first published 
simultaneously by Werther’ and by Urban*® in 1910. Ormsby: 
described it as “a chronic recurrent disorder characterized by a poly- 
morphous eruption, a part of which is composed of hemorrhagic lesions 
and may or may not be accompanied by mild constitutional symptoms at 
each exacerbation.” The sites of predilection are the lips, the back and 
the extremities. The eruption consists of vesicles, pustules which are 
usually hemorrhagic, ulcers, nodules, plaques and their sequelae: scars, 
both atrophic and hypertrophic. In typical eruptions hemorrhagic 
papules and petechiae occur ; later they ulcerate and heal, leaving atrophic 
scars. They vary from 5 mm. to 20 mm. in size. 

Opinion is divided as to whether this condition is a disease sui 
generis or a form of reaction to the tubercle bacillus. Fischl * and Poor ° 
expressed the belief that the dermatosis is a variety of papulonecrotic 
tuberculid and not a disease entity. 

That the tubercle bacillus is not an essential factor in the production 
of the clinical picture was first maintained by Klingmiiller,® who regarded 
the eruption in his case as one of purely inflammatory dermatosis of 


1. Werther, J.: Dermatitis Nodularis Necroticans, in Neisser, A., and Jacobi, 
E.: Iconographia dermatologica, Berlin, Urban & Schwarzenberg, 1910, pp. 213- 
219. 

2. Urban, O.: Dermatitis Nodularis Necroticans Tuberculosa, in Neisser, 
A., and Jacobi, E.: Iconographia dermatologica, Berlin, Urban & Schwarzenberg, 


1910, pp. 209-213. 3 
3. Ormsby, O. S.: A Practical Treatise on Diseases of the Skin, ed. 5, ; 
Philadelphia, Lea & Febiger, 1937, pp. 826-827. 2 
: 


4. Fischl, F.: Kritische Betrachtungen iiber die ,,Dermatitis nodularis 
necrotica,* Dermat. Wechnschr. 92:50-53 (Jan. 10) 1931. 

5. Poor, F.: Tuberculosis (Tuberkulid) nodosa haemorrhagica (-Dermatitis 
nodularis necrotica Werther?), Arch. f. Dermat. u. Syph. 169:459-464, 1934. 

6. Klingmiiller, V.: Ueber Dermatitis nodularis necrotica, Arch. f. Dermat. u. 
Syph. 110:419-438, 1911. 
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hematogenous origin. Duemling * and Eichenlaub * have reported cases 
in which there was no evidence of tuberculosis. It is the object of this 


paper not to review the literature again,® but rather to add to the 


growing evidence that dermatitis nodularis necrotica can be nontubercu- 


lous in origin. 
In our case, the exclusion of a tuberculous causation, the systemic 


involvement and the unusual observations made at autopsy, heretofore 
not recorded in association with the disease, warrant the following report. 


REPORT OF A CASE 


History—B. F.,1° an undernourished and poorly developed woman aged 32, 
registered at the Skin and Cancer Unit of the New York Post-Graduate Medical 
School and Hospital (service of Dr. Wise) on May 29, 1937. She stated that 
for the past twenty-five years she had suffered recurrent showers of small ulcers 
on the extremities and in the mouth. The greatest length of time that she was 
free of lesions was one week in the winter and two months in the summer. These 
showers were always preceded by chills and fever and followed in two or three 
days by purpuric macules appearing on the lips, gums, oral mucosa and extremities. 
These purplish discolorations later formed crusts, which on dropping off leit 
shallow, painful, hemorrhagic ulcers 2 to 4 mm. in diameter. These ulcers on 
healing left atrophic, pitted scars. Physical examination revealed fresh lesions 
and numerous old scars on the extremities, tongue and oral mucosa. 

Laboratory Examination.—Repeated cultures of blood, blood counts, chemical 
investigation of the blood and the study of the fragility of capillaries and of 
erythrocytes all gave negative results. The basal metabolic rate was —11 per 
cent. The Kahn and Wassermann reactions were always negative. Microscopic 
examination of the sternal marrow showed no pathologic alterations. A roentgeno- 
gram of the chest was normal. The reaction to a tuberculin test with a dilution 
of 1: 1,000 was negative, with 1: 100, 2 plus and with 1: 10, 4 plus. The erythrocyte 
sedimentation rate was normal. 

Histologic Examination.—Several biopsies were performed. The _ histologic 
changes (reported by Dr. D. L. Satenstein) were consistent with the diagnosis 
of dermatitis nodularis necrotica. The following report was made on a specimen 
taken from a fresh lesion on the leg: “Urticarial reaction. No evidence of 
papulonecrotic tuberculid.” A report on another specimen, taken from a purpuric 
macule on the arm of three days’ duration (fig. 1), was: “There is edema 


7. Duemling, W. W.: Dermatitis Nodularis Necrotica: Report of a Case 
with Autopsy Observations, Arch. Dermat. & Syph. 33:99-108 (Jan.) 1936. 

8. Eichenlaub, F. J.: Dermatitis Nodularis Necrotica, Arch. Dermat. & 
Syph. 22:681-684 (Oct.) 1930. 

9. Duemling, W. W.: Dermatitis Nodularis Necrotica: Report of a Case 
and Review of the Literature, Arch. Dermat. & Syph. 24:229-250 (Feb.) 1930. 

10. The case was presented by Dr. Fred Wise at the meeting of the New York 
Dermatological Society in October 1937 (A Case for Diagnosis [Papulonecrotic 
Tuberculid?] [Recurrent Purpura of the Mucosa and the Skin], Arch. Dermat. 
& Syph. 37:896 [May] 1938) and at the meeting of the Manhattan Dermatological 
Society in April 1938 (A Case for Diagnosis [Tuberculid ?], ibid. 38:658 [Oct.] 
1938). At the latter meeting a diagnosis of dermatitis nodularis necrotica was 
Suggested, 
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throughout the cutis with degeneration in the middle and upper portions. The 
vessels are dilated and filled with blood, and the walls of some of them are 
necrotic (fig. 2). In the upper part of the cutis there are necrosis and hemor- 
rhage. The overlying epidermis is undergoing necrosis.” 

Course.—During the eighteen months that the patient was under observation 
and treatment she continued to have, with slowly increasing frequency, showers 
of hemorrhagic ulcers in the mouth and on the arms and legs. Each shower was 
ushered in by the usual chills and fever and an exacerbation of postnasal catarrh, 

In June 1938 the patient noticed an enlargement of the neck. Examination 
revealed a hard, slightly irregular enlargement of the thyroid gland. There were 


Fig. 1—Sections from a purpuric macule on the arm, showing edema of the 
cutis with degeneration in the middle and upper portions (x 80). The vessels 
are dilated and filled with blood; in some, the vessel walls are necrotic. In the 
upper part of the cutis there are necrosis and hemorrhage. The overlying 
epidermis is undergoing necrosis. 


no subjective symptoms. The basal metabolic rate was +17 per cent, which 
returned to normal on administration of compound solution of iodine. A thyroid- 
ectomy was performed on July 30, 1938. On gross section both lobes of the 
thyroid were found to be composed of fatty, caseous and edematous tissue, sub- 
sequently reported as “chronic granuloma of the thyroid with extensive necrosis.” 


No tubercles were recognized. 
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On the twelfth day after the operation pneumonia developed. At this time 
smears, cultures and inoculations of guinea pigs with the fluid from the chest failed 
to reveal tubercle bacilli, The patient died on the twenty-seventh day after 
operation. 

Résumé of Observations at Necropsy..\—The immediate cause of death was 
bilateral necrotizing bronchopneumonia. Lymphosarcomatous (reticulum cell type) 
foci were present in the skin, tongue, larynx, thyroid, lungs, stomach, ileum, 
lymph nodes and mesentery (fig. 3). Associated with the lymphosarcoma were 
foci of necrosis in both the sarcomatous and the nonsarcomatous areas. These were 


Fig. 2—Dilated vessel filled with blood and necrosis of the vessel wall 
(xX 386). 


most prominent in the thyroid, stomach and ileum. Sections of various organs, 
stained appropriately, failed to reveal spirochetes or tubercle bacilli. Several con- 
sultants agreed in the diagnosis of lymphosarcoma (reticulum cell type), one 
suggesting the origin in a primary streptococcic infection of long standing. He 
thought the disease was complicated by some form of avitaminosis. 

A histologic picture of the lymphosarcoma, as seen in a lymph node, showed 
large confluent foci of swollen phagocytic reticulum cells. Between such foci 


11. Report by Dr. S. Milton Rabson, of the Department of Pathology, New 
York Post-Graduate Medical School and Hospital. 
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there was granulation-like tissue with relatively densely packed cells of the 
lymphoid series. These were mononucleated and multinucleated, and some were 
giant cells. There were numerous small areas of necrosis throughout the section, 

In the thyroid gland, entire lobules were completely necrotic. It was difficult 
to determine in some places whether there were alterations in the tissues prior to 
the onset of necrosis. Most of the necrotic foci were surrounded by the con- 
nective tissue of the interlobular septums of the thyroid. Only in a few places did 
lymphosarcomatous tissue encapsulate the foci of necrosis. 

An ulcer of the skin of the chest had a floor of connective tissue in which 
there were large colonies of bacteria. The stromal tissues around the hair 


Fig. 3—Lymphosarcoma (reticulum cell type) of mesentery, with marked 
variations in the size of the cells and of the nuclei of the neoplasm (x 319). 
Cellular breakdown is prominent, as evidenced by pyknotic nuclei and nuclear 
debris and swollen endothelium of the arterioles. 


follicles, glands and other dermal structures were proliferated, highly cellular 
and similar to the lymphosarcomatous areas in the lymph node. At the periphery 
of the ulcer the epidermis was greatly thinned and the underlying cutis replaced 
by lymphosarcomas (reticulum cell type). Here the dermal capillaries were 
greatly increased in size and in number of endothelial cells; there were many 
lymphocytes and plasma-like cells in the lumens. Necrotic foci, associated with 
marked edema, were recognized at the junction of the cutis and the subcutis. In 
the latter, the lymphosarcomatous process was present to a lesser degree. 
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SUMMARY 

A case of dermatitis nodularis necrotica with observations at autopsy 
is reported. 

The cutaneous eruption began as hemorrhagic papules and petechiae ; 
later, ulceration and healing with scarring took place. Tuberculosis as 
an etiologic factor appeared to be completely lacking. Premonitory 
symptoms such as chills, fever and catarrh pointed to a chronic septi- 
cemia of undetermined origin. 

Autopsy revealed lymphosarcoma (reticulum cell type) of the thyroid 
gland, stomach, lymph nodes, mesentery and skin. 

Dermatitis nodularis necrotica in some instances appears to be the 
cutaneous manifestation of a chronic systemic disease; in some cases 
tubercle bacilli or other organisms may be causative agents. 
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ACTIVE SPECTRAL RANGE FOR PHYTOGENIC 
PHOTODERMATOSIS PRODUCED BY 
PASTINACA SATIVA 


(DERMATITIS BULLOSA STRIATA PRATENSIS, OPPENHEIM ) 


TAGE JENSEN, M.D. 
AND 

K. G. HANSEN, M.Sc. 

COPENHAGEN, DENMARK 


About ten years ago (1926) Oppenheim called attention to a peculiar 
eruption appearing in persons who took sun baths in localities where 
the ground was covered by meadow plants. In 1928 he and Fessler? 
presented a report of the disease, and in 1932 Oppenheim? named it 
dermatitis bullosa striata pratensis. The causation and pathogenesis of 
this dermatosis were rather mysterious, however, and in the following 
years many ingenious theories were advanced. It is only in recent years 
that these aspects are beginning to clear. Hirschberger and Fuchs * 
(1936) were able to reproduce the characteristic features of dermatitis 
pratensis by rubbing the skin with elements of the plant Pastinaca sativa 
(parsnip) and then exposing the treated areas to sunlight. After a 
certain latent period there appeared a streaked erythematopapulobullous 
eruption limited precisely to the embrocated areas. On exposure to 
artificial light, the cutaneous reaction occurred too, but it was less intense 
than on exposure to sunlight. Lately (1938) these findings have been 
confirmed by Kuske,* who expressed the belief that the active photo- 
sensitizer involved belongs to the furocumarin group. By percutaneous 
application of two substances belonging to this group, bergapten and 
oxypeucedanin, and exposure of the skin to strong sunlight for thirty 
minutes, he was able to produce a cutaneous reaction which in every 
respect, morphologically and clinically, was identical with dermatitis 


From the Department of Dermatology, the Finsen Institute, S. Lombholt, 
M.D., Physician in Chief, and the Biophysical Laboratory, University of Copen- 
hagen, H. M. Hansen, Ph.D., Chief. 

1. Oppenheim, M., and Fessler, A.: Dermat. Wehnschr. 86:183, 1928. 

2. Oppenheim, M.: Ann. de dermat. et syph. 3:1, 1932. 

3. Hirschberger, A., and Fuchs, H.: Miinchen. med. Wehnschr. 11: 1965, 
1936. 

4. Kuske, H.: Arch. f. Dermat. u. Syph. 178:112, 1938. 
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pratensis. These experiments showed why widely different plants 
appeared able to produce such a characteristic eruption as dermatitis 
pratensis. Kuske assumed that substances belonging to the cumarins 
are present in all the different plants pointed out as producers of the 
meadow grass dermatitis. At the outpatient clinic of the dermatologic 
department of the Finsen Institute in the summer of 1938, 2 boys applied 
for treatment of this disease. Figure 1 illustrates well the characteristic 
configuration. In these cases our attention was called at once to 
Pastinaca sativa, a common wild plant in Denmark, as the boys said that 
on the day before the appearance of the eruption they had been in 
intimate contact with this plant, which they had pulled up in order to 
‘at its sweetish roots. 


Fig. 1—Dermatitis pratensis (meadow grass dermatitis) localized on the 
abdomen. Note the characteristic configuration. 


After rubbing the skin with the green parts of this plant and 
subsequently exposing it to sunlight for one hour (when the sky was 
clear, at noon, in August 1938) we noticed the appearance within the 
next twenty-four hours on the embrocated areas of an intense streaky 
erythema, studded with confluent bullae (up to the size of a hazelnut), 
while areas which had been embrocated in the same manner, but were 
afterward screened from the action of sunlight showed no change 
whatever. 

We then prepared pressed juice of the unripe fruit of Pastinaca 
sativa. For preservation a portion of this juice was autoclaved ; another 
portion was heated to 80 C. for three hours; alcohol was added to a 
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third portion, and one portion was stored without any preservative 
treatment. After storage for several months, all these specimens of the 
juice were found to be as active as before. 

With this pressed juice it was possible to produce the aforementioned 
reaction in a number of subjects under given experimental conditions, 
Altogether a dozen experiments were made, and they all turned out 
alike. There is therefore no reason to assume any individual sensitiveness 
to this plant. 

This problem then suggested itself: What spectral zones are active 
in the production of this photodermatosis? Experiments were made 
with artificial sources of light: The Finsen-Lomholt lamp with the usual 
Lomholt filter; the ordinary carbon arc at a distance of 60 cm. and the 
quartz mercury arc (Héhensonne). These experiments all gave nega- 
tive results, for the evident reasons given in the following paragraph. 

For a preliminary orientation the spectrum was divided by employ- 
ment of different sources of light and different filters. As a source of 
infra-red rays we used the so-called glory lamp “ at a distance of 25 cm., 
with exposure for forty-five minutes. The optical light was examined 
by using the sun—high in the sky, in the forenoon—as a source of rays 
and a filter consisting of a quartz cuvette containing a 4 per cent aqueous 
solution of quinine sulfate in a thickness of 1 cm. Such a filter absorbs 
practically all light of a wavelength shorter than 390 millimicrons, and 
more than half the light at 400 millimicrons; nearly all light of a 
wavelength above 420 millimicrons passes through the filter. Exposure 
was for one and one-fourth hours. In these experiments the skin that 
had been rubbed with the parsnip juice showed no reaction whatever, 
and thus the active spectral range was limited to the ultraviolet end of 
the spectrum. 

In order to obtain a preliminary orientation as to the location of 
the active rays in this zone of the spectrum, the embrocated skin was 
again exposed to strong sunlight, but this time one of two embrocated 
areas was irradiated with sunlight that passed through a filter of ordinary 
window glass 2.8 mm. thick. The result was a reaction like the 
aforementioned one, just the same in the areas receiving filtered and 
unfiltered radiation (fig. 2). From this it was obvious that ultraviolet 
rays of long wavelength played the chief—perhaps the only—role in 
this reaction. 

It was evident too that the previous negative results in attempts 
to produce the reaction with aitificial sources of light employed in 


4a. One of the ordinary heat radiator type, with an emission dominating in 
infra-red rays. The radiation is produced by electrical heating of resistance to 


the slightest degree of red hot. 
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suberythema and faint erythema doses must be due to the circumstance 
that the rays of short wavelength produce decided erythema and thus 
we were led to work with too small amounts of energy in the long 


wave active field. 

In keeping with these experiences we now found it easy to produce 
the reaction by means of an ordinary Hohensonne lamp when window 
elass was used as filter. It will be appropriate here to cite an experi- 


ment of this kind: 


The source of light was a Héhensonne lamp, with 3.5 amperes and 220 volts. 
The distance was 25 cm. and the time of exposure forty-five minutes. A filter 
of ordinary window glass 2.8 mm. thick was used. (In order to avoid the effect 
of heat, the glass was held at a distance of 2 mm. from the skin.) The sen- 
sitizer was autoclaved and centrifuged clear brownish yellow pressed juice of 


Fig. 2.—Identical bullous reactions on sensitized skin, produced by exposure 
to sunlight, respectively, with and without a filter of ordinary window glass. 


unripe fruits of Pastinaca sativa, painted on the extensor surface of the left 
forearm. Eighteen hours after irradiation a faint slightly papular erythema was 
present. After forty-eight hours, beginning bulla formation was noted. After 
seventy-two hours there was intense erythema, with flat bulle that showed 
follicular retractions. After five days the bullae had dried, and after six days there 
was desquamation, leaving an achromatic spot surrounded by a deeply pigmented 
dark brown marginal zone 1 mm. wide. 


For further investigation into the mechanism of this effect the 
following experiments were performed : 


The source of light, filter and dose were the same as in the experiment just 
detailed. For the first experiment the skin was painted with irradiated pressed juice 
in a layer of 2 mm., with the aforementioned dose and filter. For the second, 
the skin was irradiated and then painted with nonirradiated pressed juice in 
one area and with irradiated pressed juice in another. No reaction followed either 
experiment; the observation of the painted areas was kept up for several days. 
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The first experiment may be considered to exclude the possibility 
that an erythema-producing substance in the pressed juice may be 
activated by irradiation. It is not conceivable after the second that the 
erythema appears because the reactivity of the skin has been altered 
by irradiation and the skin is then exposed to the action of a substance 
in the pressed juice, possibly through modification of this substance by 


preceding exposure to light. 
The dependence of the reaction on the amount of energy radiated 


is evident from the following experiment : 


The source of light was a Héhensonne lamp, with 3.5 amperes and 220 volts. 
The distance was 25 cm. A filter of ordinary window glass 2.8 mm. thick was 
used. Autoclaved pressed juice was applied to spots along the extensor surface 
of the thigh in drops of equal size. After drying, these spots were irradiated indi- 
vidually with increasing doses for from five to seventy minutes. 


Fig. 3.—Screen with cutting for the spectrum, provided with oblique wires to 
keep the skin in the plane of the spectrum. 


For the shorter exposures (less than thirty-five minutes) it was 
easy to distinguish an increase in the intensity of the erythema 
proportional to the length of exposure. Further, on the spots so exposed 
the erythema appeared successively within forty-eight hours, the latent 
period being greatest for the erythemas produced by small doses. These 
erythemas did not reach the maximum of development—bulla formation 
—whereas this stage was reached by all the erythemas produced by 
exposure of from thirty-five to seventy minutes. The latter group of 
erythemas had another feature in common, beginning twelve hours after 
irradiation, going on to bulla formation after ninety-six hours and 
leaving remnants in the form of achromatic spots surrounded by 
pigmented rings (after a stage of desquamation). 

For the shorter exposures the erythemas gradually were replaced 
by pigmentations—strikingly deep in relation to the degree of erythema 
—that were plainly proportional to the time of exposure. 
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Further, while the reactions to the long exposures were still in the 
ipular stage they were surrounded by a lighter erythema (diffusion 


pe 
erythema?) like a halo. 
In order to determine more precisely the extent of the spectral 


range within which the sensitizer is active, we used the following 


procedure : 


The skin of the flexor surface of the left forearm was irradiated with light 
passing through a “small Hilger spectrograph” with a 1:10 aperture. The casette 
was removed, and in the spectral plane there was placed a screen, in which there was 
a hole provided with oblique metal wires for keeping the skin in the plane of the 
spectrum (fig. 3). A quartz plate proved unsuitable, as the loss of light by 
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Fig. 4—Energy distribution curve in the ultraviolet band of the spectrum for 
the source of light here employed (“intensol burner”). 


reflection in this way was too great. Thus the spectrum was thrown directly on 
the skin. For a source of light we used an “intensol burner.” * The time of exposure 
was one hour. The spectrum was a line spectrum on a continual spectral back- 
ground, measured thermoelectrically, as shown in figure 4. The width of the slit 
in the spectral apparatus was fully 2 mm. The spectrum thrown on the skin was 
taken directly on photographic paper held in the same plane (fig. 5). The self- 
absorbing “line” is the resonance line of 2,536 angstrom units. 


The results obtained by this technic are presented schematically in 
figure 6, in which the gradations of reaction are to be read as follows: 
(1) very faintly red, (2) faintly red, (3) more strongly red, (4) 
strongly red, (5) very strongly red, (6) beginning bullous and (7) 


5. Lomholt, S.: Strahlentherapie 59:383, 1937. 
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slightly pigmented. U and / mean, respectively, untreated and 
embrocated (sensitized) skin. 

The wavelength is given by placing the figure over the middle of the 
slit picture of the respective spectral line. Figures 7 to 10 present 
the cutaneous reactions, respectively, twenty-two hours, forty-six hours, 
ninety-six hours and twenty days after irradiation. The streaky 
erythema to the left on the forearm occurred on unsensitized skin, 
while the reaction on the right appeared on the embrocated, sensitized 
skin. 

From the schematic survey of the erythematous reactions at the 
different readings it is evident that the erythema which appeared on 
unsensitized skin (U) had an extension that corresponded to the 


Fig. 5—Photograph of the spectrum. 


cutaneous area that had been irradiated with a section of the spectrum 
of minimum wavelength of about 230 millimicrons and maximum wave- 
length of 320 millimicrons. 

Three and one-half hours after irradiation three shades of color 
could be distinguished in the streaky erythema: The area irradiated 
with the spectral section 282 to 320 millimicrons was “strongly red” ; 
and that irradiated with the section 254 to 282 millimicrons “faintly 
red”; corresponding to the slit picture of the self-absorbing line 254 
millimicrons there was a well defined little area without erythema, and 
next to this was an area that had received radiation of short wave 
length, 230 to 254 millimicrons, and here was erythema characterized 
as “more strongly red.” 

Aftef twenty-two hours the findings just mentioned were modified 
in that there was a noticeable gradual bleaching of the red color, 
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beginning at the end exposed to rays of shortest wavelength, so that 
the border gradually was effaced. The erythema in the section irradiated 
with 254 to 320 millimicrons did not change noticeably in this period 
of observation. After forty-five hours, however, there was an increase 
in the intensity of the erythema in the area of skin that had been 
irradiated with the strong line 313 millimicrons. The slight shifting 
recorded in the border of the erythema in the small section irradiated 
with 277 to 284 millimicrons was probably due to errors of measuring, 
as the border between strongly red and faintly red was less distinct. 
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Fig. 6—Schematic survey of reactions at the different reading times. At the 
top is the mercury spectrum with demarcation of the characteristic lines. 


Turning to the erythematous reactions on the embrocated, sensitized 
skin, we found in the first hours after irradiation the same features we 
had observed on unsensitized skin. After twenty-two hours, however, 
there was an erythema also on the area irradiated with the spectral 
section 320 to 366 millimicrons; this erythema was of the same 
intensity as that produced by the spectral section 273 to 320 millimicrons ; 
further, after ninety hours there was an additional increase in the degree 
of the erythema on this area, and later this was replaced by a strikingly 
dark brown pigmentation (figure 10 shows the pigmentation twenty days 
alter irradiation). 
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Fig. 7.—Sites twenty-two hours after irradiation. The erythema on the 
right, produced on sensitized skin, shows a longer extension toward the areas 
exposed to long wavelengths, 320 to 366 millimicrons. 


Fig. 8—Sites forty-six hours after irradiation, showing increasing erythema 
corresponding to the strong lines 313 and 366 millimicrons. 
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Fig. 9—Sites ninety-six hours after irradiation, showing intense erythema 
corresponding to exposure to 313 to 334 millimicrons and to 366 millimicrons. 


Fig. 10.—Sites twenty days after irradiation, showing marked pigmentation 
of the areas exposed to 313 to 366 millimicrons, with the greatest intensity cor- 
responding to 366 millimicrons. 
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Further, twenty-two hours after irradiation there was an increase in 
the degree of erythema on that area of the sensitized skin exposed to 
the spectral section 273 to 282 millimicrons ; after sixty-six hours this 
phenomenon had extended toward the shorter wavelengths, the degree 
of erythema in the area irradiated with the spectral section 264 to 273 
millimicrons having increased from faintly red to strongly red. After 
ninety hours, however, the erythema had again subsided somewhat, so 
that the sensitized and the nonsensitized skin now presented practically 
the same appearance in this section. 

Finally, at the reading forty-six hours after irradiation the degree 
of erythema had increased to very strongly red in the small sections of 
the skin irradiated with the lines 313 and 366 millimicrons. After sixty- 
six hours the reaction had further increased in intensity, showing now 
beginning bulla formation; the increase in extension at this point was 
probably due to the papulobullous reaction of the skin. After ninety 
hours an increase in the degree of erythema was noticed also on the 
area irradiated with the line 334 millimicrons and with the spectral 
section lying between this line and 313 millimicrons. 

On recapitulation of these findings, it may thus be said that by the 
experimental technic here employed we have demonstrated a sensitizing 
effect that is most conspicuous on areas of skin irradiated with the 
ultraviolet spectral section of long wavelength, 320 to 366 millimicrons, 
for this spectral section produced no erythema at all on the nonsensitized 
skin, whereas it caused a very strongly red erythema on the sensitized 
skin. The increase in the degree of erythema from faintly red to 
strongly red has revealed also a sensitizing effect for a rather limited 
section of shorter wavelength, about 264 to 280 millimicrons. Finally, 
the sensitizing effect for radiation of wavelength 313 millimicrons was 
manifest in that the degree of erythema was increased in the sensitized 
area of skin irradiated with this quality of light, and this increase was 
greater than the corresponding reaction of the nonsensitized skin. From 
the energy distribution curve it is evident that the “intensol burner” 
here employed radiates only a relatively small amount of energy in the 
section of long wavelength just before 400 millimicrons. Further 
experiments are planned with the carbon are in order to decide whether 
the limit here demonstrated for the effect of the sensitizer toward the 
long wavelengths is really correct. 

When in the preceding comment we have attributed a photosensitiz- 
ing effect to the active substance in the pressed juice, we have not by 
this intended any preconception as to the mechanism of this effect. 

We have mentioned that certain degrees of radiation in doses which 
showed no effect on nonembrocated skin produced a strong erythema 
on skin that had been embrocated with the pressed juice, and that this 
erythema was characterized by a strikingly long latent period and decided 
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ementation. It is further demonstrated that a prerequisite of this 
-action is contact between the pressed juice and the skin at the time of 
-radiation, The question now is whether the appearance of the erythema 
'. due to a hypothetic activation as a strong erythema and pigment 
producer of the pressed juice by the tissue juice and the light or whether 
ihe major role is to be assigned to the other part in this interaction, so 
that the phenomenon is to be interpreted as a photodynamic effect 
intensified by a substance present in the pressed juice that acts like a 
catalyzator, 

In one respect the reaction is marked by the degree of radiation 
that has contributed to the appearance of the erythema—namely, the 
strong dark brown pigmentation that has been mentioned several times 
(fig. 10). This feature has been pointed out by several authors who 
have wanted to produce erythema with ultraviolet rays of long wave- 
length. Presumably, comparative studies on the course of erythema 
produced by ultraviolet rays of the same wavelength with the coopera- 
tion of the assumed catalyzator will be able to throw some light on the 
mechanism of the process. If such studies furnish additional evidence 
for an interpretation of the reaction as an intensified effect of ultra- 
violet rays of long wavelength, this will open new avenues for intensive 
therapeutic utilization of these relatively deeply penetrating rays by 
means of this new sensitizer. 

SUM MARY 

1. The morphologic features of dermatitis pratensis were reproduced 
experimentally by percutaneous application of the juice from the green 
parts of the plant Pastinaca sativa after exposure to sunlight. 

2. By means of different filters and sources of light the active 
spectral range was located in the long wave section of the ultraviolet 
band of the spectrum, 

3. The photosensitizing effect of the pressed juice of the parsnip 
was demonstrated experimentally. 

4. That the degree of the effect was dependent on the energy radiated 
was demonstrated by employment of graduated doses of light. 

5. By spectrographic irradiation the active range was demonstrated 
to comprise rays of wavelength 320 to 360 millimicrons and in a lesser 
degree rays of 264 to 280 and 313 millimicrons. 

6. The true nature of the demonstrated sensitizer and the mechanism 


are discussed. 
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DERMATOFIBROSARCOMA PROTUBERANS 


REPORT OF SIX CASES 


M.D. 


W. BINKLEY, 
CLEVELAND 


GEORGE 


That dermatofibrosarcoma protuberans is not of such rare occurrence 
as previously supposed is illustrated in Hertzler’s' experience by the 
observation of 22 instances of it within twenty-five years. McMaster ? 
reviewed the important literature on the subject in 1931 and tabulated 
39 undoubted cases, including a case of his own. Ruiter,’ in reporting 
2 cases in 1936, made the statement: “Up to and including 1934, 
there had been reported 37 incontestable cases of dermatofibrosarcoma 
protuberans. A survey of the year 1935 showed over 50 cases reported, 
which must be explained by the more widespread knowledge of this 
tumor.” He did not, however, furnish a complete bibliography. 

Favre and Josserand* noted that this neoplasm has been studied 
particularly in Italy (Scolari, Scomazzoni, Levi, Bertaccine, Casazza, 
Pinetti, and others). In France, also, a considerable number of cases 
have been reported (Chatellier, Boisson, Milian and Perrin, Margarot 
and Guibert, and others). In this country, the reports have been by 
Taylor,’ Johnston,® Senear, Andrews and Willis * and Hertzler.’ 


From the Section on Dermatology and Syphilology of the Medical Department, 
Western Reserve University School of Medicine, City Hospital and University 
Hospitals, Service of Drs. H. N. Cole and J. R. Driver. 

1. Hertzler, A. E.: Fibrosarcoma Tumors of the Skin of the Trunk, Char- 
acterized by Attenuated Dermal Surfaces, Ann. Surg. 84:489-496 (Oct.) 1926. 

2. McMaster, P. E.: Sarcomatoid Fibroma of the Skin (Progressive and 
Recurring Dermatofibroma), Ann. Surg. 99:338-347 (Feb.) 1934, 

3. Ruiter, M.: Zwei Falle von progressiven und rezidivierenden Fibrosar- 
comen der Haut (Dermatofibrosarcoma protuberans), Acta dermat.-venereol. 17: 
162-170 (June) 1936, 

4. Favre, M., and Josserand, A.: Les fibrosarcomes de la peau, in Darier, J., 
and others: Nouvelle pratique dermatologique, Paris, Masson & Cie, 1936, vol. 6, 
pp. 824-836. 

5. Taylor, R. W.: Sarcomatous Tumors Resembling in Some Respects Keloid, 
J. Cutan. & Genito-Urin, Dis, 8:384-387, 1890. 

6. Johnston, J. C.: (a) Sarcoma and the Sarcoid Growths of the Skin, J. 
Cutan. & Genito-Urin. Dis. 19:305-325 (July) 1901; (b) Fibrosarcoma Cutis, ibid. 
21:23-26 (Jan.) 1903. 

7. Senear, F. E.; Andrews, E., and Willis, D, A.: Progressive and Recurrent 
Dermatofibrosarcoma (Dermatofibrosarcoma Protuberans), Arch. Dermat. & Syph. 
17:821-832 (June) 1928. 
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since McMaster’s review,? a number of articles on dermatofibro- 
-oma protuberans have appeared in the literature,* and also some 


excllent analyses of fibrosarcomas of the soft parts.® However, some 


authors have not recognized as an entity or dealt adequately with this 
particular type of neoplasm, which Darier and Ferrand '° attempted to 
set apart from other sarcomas in 1924, These authors differentiated 
the tumor from sarcoma in general on the basis of its being a “well 
detined morbid type, as much from the clinical point of view as by its 
histologic constitution.” The present study shows, however, that 
although dermatofibrosarcoma has well defined clinical characteristics, 
its histologic appearance does not differ greatly from that of other 


fibrosarcomas. 


8. Levi, I.: Sopra un caso di fibrosarcoma primitivo delle cute del pene, Gior. 
ital. di dermat. e sif. 71:1559-1574 (Oct.) 1930. Beck, S. C.: Zur Kenntnis des 
Dermatofibrosarcoma protuberans (Kuznitzky-Grabisch, Darier-Ferrand, E. Hoff- 
mannscher Typus des Hautsarkoms), Dermat. Ztschr. 59:1-11, 1930. Margarot, J. ; 
Plagniol, P., and Guibert, H. L.: Dermatofibromes progressifs et récidivants 
(fibrosarcomes) de la paroi abdominale, Bull. Soc. frang. de dermat. et syph. 38: 
1156-1164 (July) 1931. Pinetti, P.: Su di un caso di dermatofibroma progressivo 
recidivante di Darier a sede ed a struttura istopatologica non comune, Gior. ital. 
di dermat. e sif. 73:811-820 (April) 1932. Bruck, W.: Zur Frage des Fibro- 
sarkoms der Haut, Arch. f. Dermat. u. Syph. 165:797-807, 1932. Nesselrode, C. C., 
and Walker, M. A.: Fibrosarcoma of the Anterior Abnominal Wall: Report of 
Two Cases, J. Kansas M. Soc. 34:395-396 (Oct.) 1933. Touraine, A., and Aubrun, 
W.: Fibrosarcome tubéreaux de la peau de l’abdomen, Bull. Soc. frang. de dermat. 
et syph. 40:1689-1690 (Dec.) 1933. Botto Micca, A.: Su di un caso di dermato- 
fibroma progressivo o fibrosarcoma delle pelle, Riforma med. 50:453-459 (March 
24) 1934. H6ltkemeier, H.: Zur Kenntnis des Dermatofibrosarcoma protuberans, 
Arch, f. Dermat. u. Syph. 170:325-330, 1934. Pautrier, L. M., and Woringer, F.: 
Dermato-fibrome progressif et récidivant de Darier-Ferrand, Bull. Soc. frang. de 
dermat. et syph. (Réunion dermat.) 41:611-617 (April) 1934. Fessler, A.: Ein 
Fall von Dermatofibrosarcoma protuberans (E. Hoffmann), Dermat. Ztschr. 72: 
221-226 (Nov.) 1935, Platareanu, V. M., and Tanasescu, I.: Fibrosarcoma of the 
Abdominal Wall, Rev. de chir., Bucuresti 38: 140-143 (Sept.-Dec.) 1935. Milian, G., 
and Périn, L.: Fibro-sarcome au début de la region malléolaire interne, Bull. Soc. 
frang. de dermat. et syph. 33:621-623 (Nov.) 1926. Mosto, D.: Dermatoneurome, 
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HISTORICAL STUDY 

Darier and Ferrand are generally considered to have presented 
the first complete description of this entity. Their bibliographic research, 
confessedly incomplete, did not yield evidence of earlier reports in the 
literature, except a brief description of a case by Unna'" in his book 
on histopathology. It is not reasonable to assume, though, with present 
knowledge of the rather frequent incidence of this tumor, that clinicians 
of the nineteenth century failed to note its occurrence. What happened 


Fig. 1—Dermatofibrosarcoma reported by Sherwell in 1890, The illustration 
is reproduced from Piffard.™ 


was that the cases were reported under various titles and therefore 
were lost to modern reference except when illustrated with figures which 
proved their true nature. An example is furnished by the case which 
Sherwell '* presented to the New York Dermatological Society in 1890, 
with the tentative diagnosis of “hypertrophic morphea.” Piffard ' pub- 


11, Unna, P. G.: The Histopathology of the Diseases of the Skin, translated 
by N. Walker, New York, Macmillan & Co,, 1896. 
12. Sherwell, S.: Morphea, J. Cutan, & Genito-Urin. Dis, 8:72 (Feb.) 1890. 
13. Piffard, H. G.: A Practical Treatise on Diseases of the Skin, New York, 
D. Appleton and Company, 1891, 
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| .ed a photograph of this patient in “A Practical Treatise on Diseases 
ihe Skin” the following year which shows that the case was probably 
» of dermatofibrosarcoma protuberans, perhaps the first ever reported 
(fig. 1). 

In a paper read by Johnston“ before the Buffalo Academy of 
\edicine and the American Dermatological Association in 1901, a 


( 


dermatofibrosarcoma was included as case 2. Because of the myxomatous 
degeneration, Johnston had classified it as myxosarcoma. <A little later, 
in 1903, the same author delineated the subject more thoroughly under 
the title “fibrosarcoma cutis.” * Tle recorded then another authentic 
case of dermatofibrosarcoma, as shown by clinical and histologic study, 
and described six cardinal clinical features characteristic of this type 
of tumor. “These features are the very slight malignancy, the conse- 
quent or concomitant absence of metastasis in the skin, nodes, and 
viscera; the extremely slow spread, the tendency to progression in one 
spot with spontaneous involution in another, the absence of pigment 
except for that which results from hemorrhage and the superficial 
character of any ulceration.” Of these features, five are still acceptable 
today. An exception must be made for “absence of metastases,’” because 
later publications of Bezecny,’* Sutter,'® Renzo and Sciacchitano 
and case 1 herein reported furnished examples of fatal metastases 
resulting from dermatofibrosarcoma. 

The clinical characteristics of dermatofibrosarcoma as outlined by 
Darier and Ferrand '* are a combination of the features of scleroderma 
with that of a neoplasm, progressive evolution more or less unlimited in 
time, great resistance to treatment and an extreme tendency to recur 
after removal. 

About 25 cases had been reported up to the time of the contributions 
of Darier, Ferrand and Hoffmann.'* Their papers mark the beginning 
of the present period of more widespread recognition of this special 
type of fibrosarcoma. Darier and Ferrand contributed a complete, 
clear exposition of the clinical and pathologic features, which resulted 
in a more widespread interest in the entity. Hoffmann made a distinct 
contribution with his serious bibliographic study, which revealed the 
14. Bezecny, R.: Lungenmetastasen beim Dermatofibrosarcoma protuberans, 
Arch, f. Dermat. u. Syph. 169: 347-353, 1933. 

15. Sutter, R.: Fibrosarcoma cutaneo, Bol. Liga contra el cancer 9:48-58 
(Feb.) 1934, 

16, Renzo, cited by Favre and Josserand.* 

17, Sciacchitano, G.: Sopra un caso di fibro-sarcoma cutaneo con metastasi 
polmonari, Tumori 9:427-438, 1935. 

18. Hoffmann, E.: Ueber das knollentribende Fibrosarkom der Haut (Dermato- 
fibrosarcoma protuberans), Dermat. Ztschr, 48:1-28 (Feb.) 1925. 
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earlier reports of Coenen'® and Kuznitzky and Grabisch.?° In an 
appendix to this article he also listed cases reported as “desmoide” in 
1904 by Kartscher *' and by Pfeiffer.** Hoffmann did not credit these 
as the first reports on dermatofibrosarcoma in the literature, but Scomaz- 
zoni ** and McMaster ® did. 


THEORY OF HISTOGENESIS 


Because of the unusual predilection of dermatofibrosarcoma for the 
anterior surface of the body to the right and left of the midline, a possible 
embryologic relation to the mammary ridge suggested itself. To test 
this theory, a spot map was made showing the situations of the tumors 
thus far reported (fig. 2). This showed at once that these tumors occur 
with remarkable frequency at or near the mammary ridge. Many of 
them are situated on the neck, above the clavicle, and also on the upper 
part of the chest above or below the breast. On the abdominal wall, 
they are usually in the lower quadrants several centimeters to the right 
or left of the umbilicus. The growths occur frequently in the groin 
and occasionally on the medial side of the superior portion of the thigh. 
A few tumors have been observed on the back, on the buttocks and on 
the extremities, and one was on the penis. 

Wiedersheim,** along with other embryologists, has stated that “in 
the great group of Carnivora and in the pigs, the teats are arranged 
in two rows converging towards the pelvic region.” Pinkus *° stated that 
“the mammary ridge in young embryos is sometimes seen extending over 
the dorsum and down to the caudal region.” This fact would explain the 
situation of some tumors (of which case 4 in this report is an example) 
on the back or on the buttocks, usually a few centimeters to the right 
or left of the midline. The theory that dermatofibrosarcomas originate 
from the mammary ridge explains the multiple skin tumors without 
metastases observed by Darier and Ferrand,'® Coenen,'® Willis,” 
Usher ** and Bezecny.'* It is difficult, by this theory of origin, to account 


19. Coenen, H.: Granulationsgeschwiilste und Sarkome, Beitr. z. klin. Chir. 
63 : 337-346, 1909. 

20. Kuznitzky, E., and Grabisch, A.: Ueber myxomatése Fibrosarkome der 
vorderen Brustwund, Arch. f. Dermat. u. Syph. 181:24-32, 1921. 

21. Kartscher, I., cited by Hoffmann.'* 

22. Pfeiffer, C.: Die Desmoide der Bauchdecken und ihre Prognose, Beitr. z. 
klin. Chir. 44:334-401, 1904. 

23. Scomazzoni, T.: Contributo alla clinica e alla histologia dei fibrosarcomi 
(dermatofibromi) cutanei, Gior. ital. di dermat. e sif. 61:115-135 (Feb.) 1926. 

24. Wiedersheim, R.: The Structure of Man: An Index to His Past History, 
London, Macmillan & Co., 1895, p. 18, 

25. Pinkus, F., in Keibel, F., and Mall, F. P.: Manual of Human Embryology, 
Philadelphia, J. B. Lippincott Company, 1910, vol. 1, p. 277. 

26. Willis, D. A.: Recurrent Fibromatous Tumors of the Skin, Ann. Surg. 87: 
945-949 (June) 1928. 


(Footnotes continued on next page) 
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the tumors which have been observed on the wrist and on the penis. 


‘| ey apparently were dermatofibrosarcomas without relation to the 


; ammary ridge, unless they could be accounted for on the basis of 


aberrant embryonic tissue in these situations. 

The statement has been made that dermatofibrosarcomas arise from 
nerve tissue. No differential stain has yet been devised which will show, 
without a doubt, that these tumors originate in the sheath of Schwann 


Fig. 2—Spot map showing the situation of dermatofibrosarcoma protuberans 
in reported cases. The distribution suggests a relation to the mammary ridge. 


or the supportive tissue of nerves. It would appear that the diagnosis 
of neurogenic sarcoma has been made only by inference in these cases, 
because no one has demonstrated either grossly or microscopically that 
this type of tumor arises from a nerve. McMaster? and Scolari ** also 
have called attention to this fact. 


27. Usher, B.: Progressive and Recurrent Dermatofibrosarcoma (Dermato- 
fibrosarcoma Protuberans), Brit. J. Dermat. 41:363-369 (Oct.) 1929. 

28. Scolari, E. G.: Del fibrosarcoma cutaneo, Gior. ital. di dermat. e sif. 71: 
1533-1558 (Oct.) 1930. 
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PATHOLOGIC STUDY 


The gross and microscopic aspects of these tumors have been 
studied thoroughly by Johnston,*” Darier and Ferrand,’ Hoffmann," 
Willis,2° McMaster * and others and need not be reviewed here. Con- 
flicting reports from pathologists and detailed study of sections in the 
cases reported here, however, have given rise to a disturbing problem. 

According to Darier and Ferrand, dermatofibrosarcoma has dis- 
tinctive anatomic features which make possible a definite pathologic 
diagnosis. On the other hand, experience seems to show that pathologists 
are unable to identify a tumor as dermatofibrosarcoma and that they 
submit such diagnoses as neurofibroma, neurogenic sarcoma, fibrosar- 
coma or sarcomatoid fibroma of the skin. Michelson * reported that 
he received three different reports from pathologists on the same tumor, 

This raises the question as to whether Darier and Ferrand developed 
a special technic with definite criteria for the pathologic diagnosis of 
dermatofibrosarcoma which is not thoroughly understood by other 
pathologists, or whether they were mistaken that there are such differen- 
tiating criteria. In the illustrated material dealing with the gross and 
microscopic appearance of the tumors they studied, these authors 
described a new formation of dense connective tissue in which the cells 
are freely elongated, fusiform and crowded together. ‘The fibroma 
occupies the corium in all its thickness, and its tissue seems to sub- 
stitute itself for that of normal dermis. The appearance is frankly that 
of a fascicular or fusocellular sarcoma. Mitoses are abundant. 

Even the vessels of large size do not have connective, elastic or muscular 
sheaths.” 

Despite this description, however, in their final summary one finds 
no definite statement on the histologic differentiation of dermatofibro- 
sarcoma from other fibrosarcomas. On careful analysis of their discussion 
it appears that they themselves placed more reliance on the clinical fea- 
tures of the disease in making an exact diagnosis than on any definitely 
pathognomonic anatomic finding. In fact, in their conclusion, they stated 
that “a neoplastic process which presents so clearly the characteristics of 
a fibroma, yet at the same time a certain degree of malignancy, also 
with a structural evolution which approaches that of sarcoma, by every 
right deserves the name fibrosarcoma.” 

A microscopic examination of material in the cases herein reported 
did not reveal any feature which might be regarded as pathognomonic for 
dermatofibrosarcoma, or at least any which would distinguish it from 
other fibrosarcomas. The epidermal layer is normal except for attenua- 
tion and loss of rete pegs. The corium is occupied by a uniform layer 
of myxomatous connective tissue with large lacunar spaces. Beneath 


29. Michelson, H. E.: Dermatofibrosarcoma Protuberans (Darier, Hoffmann), 
Arch. Dermat. & Syph. 25:1127 (June) 1932. 
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is layer is a stratum composed of intertwining bundles of connective 
ssue which penetrate the normal adipose tissue underlying the deepest 
ortion of the growth (figs. 3, 4 and 5). 
Prof. Harry Goldblatt, of the Institute of Pathology, Western 
Reserve University, after reviewing the sections, concurred in the 
vpinion that there is no microscopic observation which will differentiate 


& 


Fig. 3 (case 4).—Section of a dermatofibrosarcoma showing attenuation of the 
epidermis and replacement of the corium with myxomatous connective tissue con- 
taining large lacunar spaces (x 150). 


tumors of this type from other fibrosarcomas. On the other hand, a 
clinical diagnosis of dermatofibrosarcoma protuberans can be made in 
almost every instance from the history and physical examination alone 
if one is familiar with the clinical features of the tumor. 
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This is the only reliable diagnostic method, in view of the limita- 
tions of present anatomopathologic technic and knowledge. If micro- 
scopic examination shows a fibrosarcoma with large lacunar spaces 
involving the corium and extending up to the papillary layer, confirm- 
atory evidence is introduced to support the clinical diagnosis. When 


Fig. 4.—Deeper layers of the same tumor, showing intertwining bundles of con- 
nective tissue cut both longitudinally and transversely (x 110). 


the pathologist has no knowledge of the clinical picture, fibrosarcoma 
is the best diagnosis. If the clinician has submitted a diagnosis of 
dermatofibrosarcoma, the pathologist can propose that the appearance of 
the tissues is consistent with a clinical diagnosis of dermatofibrosarcoma. 

The clinical picture presented by dermatofibrosarcoma protuberans 
is that of a low grade malignant tumor which grows very slowly, with a 
tendency to recur locally. In rare instances it may invade the regional 
lymph nodes or metastasize in distant parts of the body. The tumor is 
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erotic, protruding and fibromatous and may consist of multiple nodules. 


ulceration occurs, it is only superficial. 

In the 6 cases reported here the patients were men, although McMas- 
ior? found that dermatofibrosarcoma occurs in persons of both sexes 
with equal frequency. 


Fig. 5.—Deepest layer of the tumor showing infiltration of normal adipose tissue 
by tentacle-like projections of the new growth (x 150). 


REPORT OF CASES 


Case 1.—When the patient was first observed, about 1890,°° there was a nodule 
(1 cm. or less) on the anterior abdominal wall, about 5 cm. to the left of the 


30. This case is one of the collection of the Central Bureau for the Study of 
Tumors and is included through the courtesy of Dr. Joseph McFarland of Phila- 
delphia. 
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umbilicus. It grew rapidly to a diameter of 15 cm. and was removed in 1896; 
the growth recurred and was excised again in 1912. At shorter intervals, between 
1924 and 1928, three operations were performed for recurrences, the last one on 
June 1, 1928. On Sept. 2, 1928, the patient died of tumor metastases. From these 
clinical data, it is evident that this was a case of dermatofibrosarcoma protuberans, 

The histologic diagnosis, made by Dr. Joseph McFarland, was that of fibro- 
sarcoma. His report follows. 

“The tissue is made up chiefly of cells of elongate shape with ovoid nuclei. 
The cytoplasm of these cells is difficult to define but there is no doubt of the 
elongate shape. The cells are arranged in great bundles that intertwine with 
one another, so that they are cut longitudinally and transversely. Mitotic figures 
are few, accounting for the slow growth of the tumor, and the signs of nuclear 
deformity and disease are not common, Between the cells is an indefinite fibrillar 
tissue whose quantity varies considerably in different parts. The blood vessels, 


a 


Fig. 6 (case 2).—Dermatofibrosarcoma in the right supraclavicular fossa. 


some of which are quite large, consist only of endothelium, as is usual with 
malignant varieties of sarcomas. In a few small areas is myxomatous degeneration.” 


Cass 2.—S. Z., a white man aged 49, was admitted to the dermatology clinic 
of University Hospitals in May 1935 complaining of a growth on the right side 
of the neck which had been present for twenty-two years. In recent months the 
size of the tumor had increased greatly (fig. 6). 

Examination showed an irregular tumor mass, about 7 cm. in diameter, in the 
right supraclavicular fossa. The mass was raised 1.5 cm. above the cutaneous 
surface. It consisted of a cluster of small, superficial, firm red nodules and was 
freely movable over the underlying structures except in one small area lateral to 
the largest nodule. 

The pathologist diagnosed the growth as a neurofibroma, after a biopsy. A 
month after admission the entire area involved by the tumor was excised, and the 
histologic report on this tissue was neurogenic sarcoma. Correlation of the micro- 
scopic observation with the clinical findings would permit only one diagnosis, i. ¢., 
dermatofibrosarcoma. 
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subsequent examinations over a period of three and one-half years (to December 
(58) revealed no recurrence of the growth locally and no evidence of metastases to 


lungs. 


Case 3.—A. M., a Negro aged 60, was examined in the dermatology clinic 
«| University Hospitals on June 15, 1934. He had a tumor above the left clavicle, 
which had appeared seventeen years before and had been excised first in 1920. 
it had recurred at the same site and had been excised a second time in 1925. In 
the last nine years it had grown slowly but had caused no pain. 

On physical examination, in the left supraclavicular fossa, posterior to the outer 
portion of the left clavicle, there were two nodules, about 4 cm. apart, with con- 


Fig. 7 (case 3).—Dermatofibrosarcoma in the left supraclavicular fossa. 


siderable scar tissue between, The lateral nodule was 7 cm. in diameter and 
was elevated about 0.5 cm. ‘The other nodule was much smaller. In the sub- 
cutaneous tissue between the two nodules, a hard, freely movable mass, about 
3 cm. in diameter, was palpated (fig. 7). 

The tumor was excised on June 18, 1934. There had been no local recurrence 
of the growth when the patient was last seen, about a year later. 

The pathologist’s report was neurofibroma. Later, study of the microscopic 
sections by dermatohistologists led to the conclusion that the appearance of the 
tissues was consistent with that of dermatofibrosarcoma. 


Case 4.—E. D., aged 32, entered the dermatology clinic of the University Hos- 
pitals Dec. 2, 1936. He complained of a mass on the back, which had been present 
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for eighteen months. The history revealed that when the tumor was “about the 
size of a walnut,” a second tumor grew on top of it. Three or four weeks before 
admission, the tumor had opened and discharged purulent material, 


reg 


Fig. 8 (case 4).—Dermatofibrosarcoma situated to the left of the tenth dorsal 
vertebra. A cauliflower-like mass is superimposed on the main tumor mass. 


Physical examination showed a tumorous mass, measuring 6 by 4 by 2 cm. 
(fig. 8), to the left of the tenth dorsal vertebra. The dusky red skin was adherent, 
but the tumor was freely movable over the underlying muscle. There was a small 
ulcer of the skin over one nodule. A cauliflower-like mass, 2 cm. in diameter, 
was superimposed on the main tumor. A roentgenogram of the chest showed no 
evidence of metastases. 
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rhe tumor was excised on Dec, 9, 1936, The pathologist's report was 
i orogenie sarcoma, I examined the section, and its features were consistent with 
tiose of dermatofibrosarcoma, There was a fibromatous neoplasm which had 
developed in all areas of the corium, Immediately under the thinned epithelium 
was loosely reticulated connective tissue with large nuclei. The many blood vessels 
iy this area were dilated. From the papillary layer downward there was transition 
to a dense young fibrous tissue, rich in cells. This fibrocellular tissue was arranged 
in bundles, which were cut transversely and longitudinally. In these areas the 
vessels appeared as small and large lacunar spaces lined by a continuous layer of 
flat cells and lacking connective tissue or muscular sheaths. In the deepest portion 
the new growth was sending long fingers of fibrocellular tissue into the fatty layer 
(figs. 3, 4 and 5). 


Case 5.—P. P., aged 28, presented himself at the tumor clinic of Cleveland 
City Hospital in January 1937 because of a nodular growth on the abdomen which 
had been present for about ten years and had bee. growing very slowly. The 


Fig. 9 (case 5).—Dermatofibrosarcoma in the right upper abdominal quadrant. 


patient stated that when he was a small boy, before he went to school, there was 

a small white spot in the same area. : 
Situated in the skin and subcutaneous tissue of the right upper abdominal 

quadrant was a mass measuring 6.5 by 4 cm. and raised about 1 cm. on its medial 

margin (fig. 9). It presented a few nodules, less than 1 cm. in diameter. The 

growth was not tender when palpated, and there was no enlargement of the regional 

lymph nodes. A roentgenogram of the chest showed no metastases. The clinical 

diagnosis of dermatofibrosarcoma protuberans was made, and the tumor was 


removed by a wide and deep excision. 

Microscopic sections showed a cellular new growth of connective tissue which 
involved the corium and the subcutaneous tissue down to the fatty layer. The 
pathologist, who was familiar with the clinical findings, made a diagnosis of 
dermatofibrosarcoma, 
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CAsE 6.—H. C., aged 42, in November 1937 *! had, near the insertion of the 
deltoid on the left arm, an area of radiodermatitis, 3 by 3 cm., in the center of 
which was a smooth reddish spherical nodule, 2 cm. in diameter. The patient 
reported that a similar lesion had been removed from this site seven years before, 
The diagnosis from the microscopic examination at that time had been sarcoma, 
Radon was implanted, but the mass had begun to grow again almost immediately, 

A clinical diagnosis of dermatofibrosarcoma was made, and wide excision of 
the tumorous area was carried out. The histologic diagnosis, made by a specialist 
in cutaneous histology, was dermatofibrosarcoma. 


SUMMARY AND CONCLUSIONS 


Dermatofibrosarcoma is a local, sclerotic, protruding, fibromatous, 
low grade malignant process which has a tendency to recur repeatedly, 
It has a longer course than other fibrosarcomas and is usually only locally 
malignant, The growth will recur locally if the tumor is not entirely 
removed by wide excision. If the growth is removed completely, subse- 
quent irradiation is unnecessary. In an occasional instance, after repeated 
inadequate local excision of the growth, metastases may occur and cause 
the death of the patient. 

With their contribution in 1924, the names of Darier and Ferrand 
became definitely linked with the subject of dermatofibrosarcoma. All 
students of this clinical entity now recognize earlier contributions by 
Kartscher,*' Pfeiffer,?* Coenen and Kuznitzky and Grabisch,*° but 
typical examples had also been observed and reported previously by 
Taylor ® in 1890 and by Sherwell’* in 1891. Johnston® had also 
described cases under the title ‘“Fibrosarcoma Cutis” in 1901 and 1903. 

The histogenesis of these tumors is debatable, but their occurrence 
along converging lines situated predominantly on the anterior surface 
of the body suggests a relation to an anlage in the mammary ridge. This 
theory of origin explains the occasional cases in which the tumors have 
been situated on the back and the cases in which multiple tumors have 
been seen without metastases, but the instances in which the tumors 
have been observed in unusual situations, as on the wrist or penis, 
are not compatible with this theory unless it is assumed that these 
growths arise from aberrant embryonic rests. 

There is no proof that these new growths are of neurogenic origin. 
Since these lesions display no pathognomonic anatomic features, to 
distinguish them from other fibrosarcomas, yet exhibit a uniform clinical 
picture, the clinical approach to them is essential in arriving at a cor- 
rect diagnosis. 


31. This patient was treated by Drs. J. D. Walters and M. T. Ebner, and the 
pathologic diagnosis was made by Dr. H. G. Miskjian. 
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ABSTRACT OF DISCUSSION 
Dr. Joun H, Lams, Oklahoma City: This presentation has called attention 
.. a condition which is distinct and probably not as rare as formerly thought. 
‘he seeming rarity of this type of fibrosarcoma may be due to the tendency in the 
\terature to use different descriptive names. Sherwell discussed “hypertrophic 
iorphea.” English writers designate the growth as “recurrent fibroids of the 
McMaster in 1934 even suggested a new name “sarcomatoid fibroma of 


skin.” 
the skin.” 

Pathologic entities too many times have been overlooked in strictly microscopic 
studies, and it has taken clinical observations to separate out and classify such 
interesting groups of neoplasms. From a group designated in the old terms as 
round cell or spindle cell sarcoma, Stewart, in 1931, was able to differentiate a 
type of sarcoma now known as neurosarcoma or neurogenic sarcoma. So from 
fibrosarcoma the dermatopathologist has by clinical and anatomic observations 
differentiated a type of sarcoma from a variety of diagnoses, as Dr. Binkley sug- 
gested, such as neurogenic sarcoma and neurofibroma. 

As to the histogenesis, the fibroblasts and the reticuloendothelial cells under 
various stimuli produce a cellular type of tissue which may simulate different 
malignant types of sarcoma, For instance, in a case of nevoxanthoendothelioma 
which my associates and I reported at the Southern Medical Association in 1935 
and in which the study of sections extended over five years we first made a 
diagnosis of sarcoma, probably neurogenic in type, then of degenerative neuro- 
fibromatosis ; but with general improvement of the patient, the clinical development 
of the xanthomatous color and the appearance of the foam cells, we found that we 
were dealing with a benign, spontaneously disappearing tuinor instead of a malig- 
nant process. 

I agree that there is no proof of the neurogenic origin of tumors of this type, 
and I do not see how they can be classified as neurogenic sarcoma merely by the 
cellular structure. In no report of cases was I able to find mention of other 
cutaneous neurofibromas or evidences of von Recklinghausen’s disease, either fully 
developed or in the early stage of “café au lait” pigmentation—one necessary 
criterion given by Stewart. Neither was mention made of the tumors being 
anatomically dissected from a nerve or occurring within a nerve trunk. Hertzler 
suggested a possible similarity of the cells to those of nonpigmented melanoma, but 
the course is not that of malignant melanoma. 

I think Dr. Binkley’s theory of their relation to the mammary ridge an original 
one. Geschickter, in personal correspondence regarding his series of abdominal 
sarcomas, reported no sarcomatoid tumors. All were grouped as neurogenic. 
Francis Carter Wood has observed several typical cases of fibrosarcoma protuberans 
at St. Luke’s Hospital in New York. 

In dealing with a malignant tumor of this type I feel that any surgical pro- 
cedure must be preceded by radiation of a heavy nature and that there should 
be wide dissection, followed by postoperative irradiation. This may offer a better 
solution to a stubborn therapeutic problem. 

In a case reported by Hertzler the tumor in the early stages so resembled an 
angiofibroma that an attempt was made to remove it by desiccation, which caused 
it to grow rapidly, This suggests that one should be more cautious in the removal 
of moles below the clavicle and be on the lookout for early fibrosarcoma pro- 
tuberans. 


Dr. HAMILTON Montcomery, Rochester, Minn.: Dr. Binkley has done an 
excellent piece of work. I have seen several cases of ordinary subdermal fibrosis 
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(dermatofibroma lenticulare) in which, following repeated irritation or incomplete 
removal, satellite nodules developed. Clinically and also pathologically the growths 
have resembled dermatofibrosarcoma, but they have not always occurred along the 
mammary line. 

The clinical diagnosis of dermatofibrosarcoma protuberans is not always easily 
made. In several cases in which I entertained such a diagnosis histologic examina- 
tion revealed a low grade lymphosarcoma composed of multiple nodules and 
beginning to spread out along the lymphatics. I recently encountered a case jn 
which a lesion excised from the leg had been diagnosed elsewhere as nonmelanotic 
melanoepithelioma on the basis of long, narrow, spindle-like cells. Clinically the 
lesion had been described as having a bluish color with some brown pigmentation, 
which probably accounts for the erroneous diagnosis, because the histologic picture 
was typically that of dermatofibrosarcoma protuberans. When there are con- 
siderable hemorrhage and deposit of hemosiderin, these lesions clinically may 
simulate even the blue-black melanoma, although usually they are much lighter 
brown or the color of normal skin. I agree with Dr. Binkley that there is no way 
of differentiating histologically low grade fibrosarcoma from dermatofibrosaréoma 
protuberans, though the latter has distinctive clinical features. I have not been 
able to demonstrate with special silver stains any neurogenic origin in 5 cases of 
dermatofibrosarcoma protuberans that I have studied. 

Dr. Frep D. WetpMAN, Philadelphia: I observed dermatofibrosarcoma pro- 
tuberans in the thigh of a student, who was a hurdler. The lesion occurred on the 
right thigh, which was the part of the body which went ahead as he went over 
. the hurdles, and naturally I felt that trauma had something to do with the lesion. 
I encountered this patient after I had been in the dermatology department one 
year, and I erroneously diagnosed his condition clinically as lupus vulgaris. There 
was scarring, and the history was that there had been nodules which had regressed, 
leaving the scar. I was surprised indeed when the microscope revealed the picture 
of fibrosarcoma. 

I agree that there is no resemblance to neurogenic sarcoma. In the terminology 
of the general pathologist this is only fibrosarcoma. With my patient, the treat- 
ment recommended by Dr. Lamb was followed precisely: preoperative irradiation, 
excision with the cautery down to the fascia lata and postoperative irradiation. I 
followed this case over a period of ten or fifteen years, and the last report was 
that the growth had not recurred. 

This is definitely not the same lesion that is so commonly met under the name 
of dermatofibroma lenticulare. The scarring makes it a distinctive lesion—certainly 
by the time it has been of some duration. The tendency, too, for dermatofibroma 
lenticulare to undergo xanthomatous change and marked pigmentation is not met 
in dermatofibrosarcoma protuberans. 

Dr. Greorce W. Bink ey, Cleveland: It is obvious, from all that has been said, 
that dermatologists now concur in the recognition of this entity. One point that I 
could not present because of lack of time is that the tumor will recur if it has 
been inadequately excised. Patients have had as many as five or six operations. 
Metastasis to the lymph nodes and other organs has occurred in a few cases, 
resulting in death. My review of the literature disclosed 5 cases in which 
death occurred from metastasizing dermatofibrosarcoma; Dr. McFarland’s case, 
reported in this paper, is included in this number. Dermatofibrosarcoma should not 
be regarded lightly. In all instances it should be subjected to wide, adequate 
excision. 
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GLANDS IN ADULTS 


THE SWEAT 


\BSCESSES OF 


TACHAU, M.D. 


CHICAGO 


PAUL 


Abscesses of the sweat glands, i. e., the infection of the sweat glands 
with pyogenic micro-organisms, are closely related to the pyodermas 
of other appendages of the epidermis, especially to those of the hair 
follicles, the common boils, or furuncles. 

Multiple abscesses of the eccrine sweat glands are a well known 
entity in infancy. In this period of life the apocrine glands are not yet 
fully developed, and the follicles seem to be immune toward an infection 
with pyogenic micro-organisms, During the second year the eccrine 
glands become resistant to the infection, and the follicles take, so to 
say, their place. Therefore, abscesses of the eccrine glands are extremely 
rare in later childhood, when the hair follicles become susceptible to 
infection. In adults the infections of the apocrine glands are associated 
with those of the hair follicles but do not occur nearly as frequently as 
the latter." 

Abscesses of the apocrine sweat glands may start (1) with the 
formation of a small, firm, painful nodule in the depth of the cutis and 
subcutis or, less frequently, (2) as a flat, superficial pustule surrounded 
by a small purplish red halo and situated in the mouth of the duct or 
follicle. Within a few days the abscess grows to the size of a walnut 
or a hen’s egg, forming a tender, bluish red, hemispheric or ovoid 
fluctuating protrusion which is sharply limited. It has no definite inflam- 
matory halo. As soon as spontaneous perforation occurs, an abundant 
quantity of creamy, yellow or hemorrhagic pus, containing no necro- 
tic core, is evacuated. The abscess completely disappears, leaving 
nothing but a small, torpid residual infiltration, which disappears grad- 
ually after one to three weeks. 

Thus, the course of a single abscess of the apocrine gland is acute. 
Subacute or chronic processes are caused only by a successive infection 
of many sweat glands in localizations where a special accumulation of 
apocrine glands is found, especially in the axillas. In these areas the 


1. (@) Lane, J. E.: Hidrosadenitis Axillaris of Verneuil, Arch. Dermat. & 
Syph. 28:609 (Nov.) 1933. (b) Brunsting, H. A.: Hidradenitis Suppurativa: 
Abscess of the Apocrine Sweat Glands; Study of Clinical and Pathologic Features, 
with a Report of Twenty-Two Cases and a Review of the Literature, ibid. 39:108 
(Jan.) 1939. (c) Tachau, P., in Jadassohn, J.: Handbuch der Haut- und 
Geschlechtskrankheiten, Berlin, Julius Springer, 1934, vol. 9, pt. 2, p. 375. 
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formation of an uncomplicated single abscess of one to two weeks’ dura- 
tion is not common. More often the first abscess inaugurates a severe 
condition with the continuous formation of new abscesses, which may 
last for many months.’ In these serious cases, phlegmonous processes 
usually accompany the abscesses. Thus, the entire axilla is occupied 
by a dense, firm, superficial, vivid red infiltration, the surface of which 
is studded with numerous prominent, hemispheric, fluctuating abscesses, 
The area involved is exceedingly painful. The arm is fixed in adduction 
and is disabled, since every movement causes great pain. 


Abscesses of the apocrine sweat glands in the axilla. 


My own experience with sweat gland abscesses of the axilla refers 
to 107 patients. It is noteworthy that 29 of them (27.1 per cent) 
were men and 77 (72 per cent) women, while one was a boy of 4.° 


2. One of my patients was suffering from sweat gland abscesses in the left 
axilla for two and one-half years before roentgen ray treatment resulted in a 
prompt cure. 

3. Drs. H. N. Cole and J. R. Driver (Multiple Abscesses of Axillary Sweat 
Glands, Arch. Dermat. & Syph. 19:310 [Feb.] 1929; Hydradenitis Suppurativa, 
ibid. 19:1025 [June] 1929) demonstrated a similar case in a child of 3. The 
prevalence of this infection among women is due to the fact that in the area con- 
cerned the apocrine glands form a large mass which is much denser in women 
than in men. 
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I), ’0 per cent a symmetric involvement of both axillas was noted. In 
ti others only the right or the left axilla was infected (34 and 40 per 
cent, respectively). In 10 patients the abscess formation must be con- 
siacred as a complication of local or generalized inflammatory dermatoses 
(contact dermatitis, eczema, epidermophytosis, erythrasma or arsphen- 
amine dermatitis). Two patients were observed with abscesses of the 
sweat glands secondary to scabies and furunculosis, and another with 
sockhart’s folliculitis. One patient had_ retrograde lymphangitis 
extending down the arm. 

In other regions I have never observed a coincidental or successive 
involvement of many apocrine glands. Thus, only single abscesses 
running an acute course were occasionally observed around the nipple, 
on the pubic area, on the labia majora and around the anus. Sometimes 
they grew to large dimensions. In an advanced phase they showed the 
typical features of an abscess formation in sweat glands: a dark red, 
hemispheric, fluctuating and tender elevation of sharp limitation, with 
no inflammatory areola. Around the anus the abscess often penetrated 
the subcutis to a considerable depth, causing agonizing pain, and after 
spontaneous or surgical perforation, discharged an amazingly large 
quantity of yellowish or brown pus having a foul odor. The patients 
were usually bedridden since they were unable to move the legs. Every 
defecation was tormenting. Elimination of the pus instantly gave com- 
plete symptomatic relief, and a complete cure followed immediately.* 

I have never found a chronic ulcerative condition of the skin develop- 
ing in connection with this typical abscess formation, and I believe it is 
impossible to classify such processes as primary abscesses of the apocrine 
sweat glands.’” It cannot be .proved whether the infection has started 
in the apocrine sweat glands or has originated in other parts or 
appendages of the skin and invaded the glands secondarily. A cogent 
proof would be provided by a microscopic investigation of the initial 
lesion, but it seems impossible to perform a biopsy in such an early 
phase. These atypical chronic ulcerations belong to the same group as 
acne conglobata, chronic papillary and ulcerating pyoderma, chancriform 
pyoderma or sycosis vulgaris. Almost nothing is known about the par- 
ticular reactivity of the skin leading to these chronic pyodermas. 

The infection of the apocrine glands starts from the outside. It 
enters the gland through the duct. This has been proved for the multiple 
abscesses of the eccrine sweat glands by the careful microscopic examina- 
tions made by Lewandowsky.® The clinical facts as well as recent 
histologic research speak definitely in favor of the same mechanism in 


4. Although histologic examinations have been made only for abscesses of the 
apocrine glands found in the axillas and are still lacking for the others, the latter 
must be classified under the same heading on account of their clinical symptoms. 

5. Lewandowsky, F.: Arch. f. Dermat. u. Syph. 80:179, 1906; 94:163, 1909. 
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abscesses of the apocrine gland '” (other references, Tachau '*), Local 
inflammatory processes, irritation by depilatories or shaving or the 
friction of tight clothing often favor the infection, They should never 
be considered as the actual causes. Some time ago, the theory was 
advanced that sweat gland abscesses of the axilla were always secondary 
to pyodermas on the hands or the forearms, transmitted by way of 
the lymph vessels. This is not conclusive, since an association with 
purulent conditions of the hands or the forearms is exceptional. I noted 
it in only 2 patients, but unfortunately in both of them the opposite 
axilla was the site of sweat gland abscesses. This fact speaks definitely 
against a causative connection. 

According to present knowledge, abscesses of the sweat glands are 
due to infection with Staphylococcus pyogenes aureus (and perhaps 
albus or citreus). The cultivation of streptococci or other germs from 
the abscesses does not prove their etiologic significance, unless certain 
precautionary measures are observed. The problem is not as simple 
as it may seem at first sight.6 The use of special methods (anaerobic 
cultivation and Haxthausen’s crystal violet medium) fails to give cor- 
rect results in staphylococcic infections, since the growth of staphy- 
lococci is suppressed. Open and crusted lesions, such as perforated 
sweat gland abscesses, furuncles and ulcerations, are subject to inva- 
sion by streptococci from the surrounding areas of skin.’ Therefore, 
cogent proof as to the etiologic germ can be obtained only by taking 
material from fresh, closed abscesses and by using methods which allow 
an undisturbed growth of both streptococci and staphylococci. Accord- 
ing to my experience, Lewandowsky’s method ° (distribution of a very 
small quantity of pus on a peptone-agar slant in a tube) has proved 
most satisfactory. This conforms to the results of many other authors. 
Results obtained with this method have always given evidence of a pure 
culture of staphylococci in fresh sweat gland abscesses, and staphylococci 
are predominant even in cultures derived from older, open and crusted 
lesions with secondary invasion by streptococci. As far as is known, 
the staphylococcus has a special affinity for the appendages of the skin.* 
If a primary infection with streptococcus were able to produce abscesses 
of the apocrine sweat glands, these would be expected to differ distinctly 
from the well known lesions of staphylococcie origin. This question 
needs careful attention. 


6. Tachau, P.: Brit. J. Dermat. 50:113, 1938. 

7. Epstein, S.: Arch. f. Dermat. u. Syph. 170:586, 1935; Dermat. Ztschr. 
70: 328, 1934. 

8. Jadassohn, J.: Ueber Pyodermien, die Infektionen der Haut mit den 
banalen Eitererregern, Halle a. S., C. Marhold, 1912; Dermatologie, Bern, Wied- 
mann, 1938. Jadassohn, J., and Jessner, M., in Jadassohn, J.: Handbuch der 
Haut- und Geschlechtskrankheiten, Berlin, Julius Springer, 1934, vol. 9, pt. 2, p. 29. 
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ihe differential diagnosis of abscesses of the apocrine sweat glands 
cuerally based on four clinical features : 
i. Abscesses of the apocrine sweat glands always produce hemi- 
splicri¢ or ovoid protrusions. 

2. Complete softening occurs after a few days. 


Is 


3. No necrotic core is formed. 

4, Complete cure is obtained immediately after perforation and dis- 
charge of all the pus (for exceptions see sweat gland abscesses of the 
axilla). 

A furuncle produces a flat, conic elevation with an extensive inflam- 
matory areola. It contains a necrotic plug. The formation of pus 
continues until this plug is loosened and eliminated. Therefore suppura- 
tion will persist for a few days before a complete cure is attained. 

Abscesses in the axilla should not be confused with those of lymphad- 
enitis. The swollen lymphatic glands are situated in much deeper 
layers of the subcutis. Acute lymphadenitis does not involve the skin 
and is often accompanied by lymphangitis and other symptoms. The 
same is true of tularemia. In tuberculous adenitis the participation of 
the skin is long delayed. The hemispheric protrusion is lacking, and 
after the abscess softens evacuation of the pus (containing caseous 
matter) does not give immediate relief. 

At the anus the differentiation from infected hemorrhoids and tuber- 
culous abscesses is important. While hemorrhoids are situated just 
underneath the mucosa above the sphincter, the abscesses of the apocrine 
glands lie more distant. Tuberculosis colliquativa, on the other hand, 
is situated just at the anus, is a chronic condition, forms sinuses and 
evacuates a thin, grayish pus with caseous material. 

The prognosis of abscesses of the apocrine glands is always favorable. 
Even in the axilla I never found a lesion of this type which did not 
respond to careful treatment, at least to roentgen rays. 

The treatment of a single abscess consists in local application of 
dressings with a mild ointment (3 per cent of boric acid in petrolatum) 
or topovaccines, like Sherman’s mixed antivirus cream. Wet applica- 
tions are not advisable, since they favor maceration and may give rise 
to the formation of new abscesses. As soon as softening occurs, a small 
incision is made for evacuating the pus. This is followed instantly by a 
quick and complete cure. 

Even in the axilla this simple treatment succeeds in uncomplicated 
cases. When the abscesses multiply and the patient is disabled, treat- 
ment with roentgen rays is the method of choice. In many cases a 
small dose suffices to give relief (100 to 120 roentgens, 70 to 80 kilo- 
volts, filtered by 3 mm. aluminum; focal skin distance, 25 to 30 cm.; 
diameter, 10 to 15 cm.). Two or three days later the pain is usually gone, 
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and the arm can be moved without restriction. For more resistant lesions 
this dose must be repeated once or twice at intervals of ten days. Com- 
plete cure is almost always provided by this procedure, even in abscesses 
of long duration which have undergone extensive surgical operations 
without success. 

Out of 37 patients treated since 1931 according to this technic, 8 
(21 per cent) were cured after only one dose of 100 to 120 roentgens: 
10 (27 per cent) were cured after two exposures, or 200 to 240 roentgens, 
while 17 (46 per cent) needed three exposures, or 300 to 360 roentgens, 
In only 2 patients did considerable residual infiltrations or sinuses 
make it necessary to repeat the roentgen ray cycle after an interval of 
six or more weeks. Recurrences were never seen in this series ; however, 
relapses have been noted in 3 of 57 patients treated before 1931, when 
the dosage was less accurately controlled. 

With none of my patients did I find it necessary to resort to exten- 
sive surgical operations, such as were formerly recommended (extirpa- 
tion followed by plastic operation). 

Vaccines did not prove valuable, except the topical application of 
antivirus cream. I did not have a chance to try staphylococcus toxoid, 
the results of which are said to be more satisfactory than those of the 
common vaccines. 


185 North Wabash Avenue. 
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Clinical Notes 


NITRITOID CRISES FOLLOWING TRYPARSAMIDE 
THERAPY 


Coon, M.D., Litrre Rock, Ark. 


ArtHur B, 


The report of a nitritoid crisis following an injection of tryparsamide by 
Astrachan and Franks! and the comments thereon by Cormia? prompt me to 
report two similar reactions developing in the course of treatment of a private 
patient with this drug. 


REPORT OF A CASE 


Mr. J. a white man aged 38, a civil engineer, contracted syphilis in 1925. 
Irregular and inadequate treatment with inferior arsenicals and mercury and 
bismuth preparations was administered over a period of many months, but no 
examination of the cerebrospinal fluid had been made when he came to me for 
treatment in March 1936, at which time he complained of marked fixed dilatation 
of the right pupil and blurring of the vision of the right eye, first noticed by him 
just that morning while dressing. The right pupil was found to be approximately 
four times the size of the left pupil, regular and immobile either to light 
or in accommodation. The pupil of the left eye was normal in size and reacted 
normally both to light and in accommodation. The fields and fundi were normal, 
and have so remained. All other reflexes were normal. The Wassermann and the 
Kline reaction of the blood were 4 plus. The cerebrospinal fluid showed: cells 
25, Wassermann reaction 4 plus, reaction for globulin 4 plus and colloidal gold 
curve 1123411000, Vigorous uninterrupted antisyphilitic treatment with a bismuth 
preparation, iodides, arsphenamine and tryparsamide was instituted. 

Except for a persistent irritation of the kidneys complicating the bismuth 
therapy and mild digestive disturbances following the administration of ars- 
phenamine, the patient bore treatment well. He felt to be improved and gained 
weight, and the vision of the right eye gradually improved and was brought to 
normal with proper correction. The pupil was reduced to half the size it was at 
the beginning of treatment and now reacts feebly to light and in accommodation. 

In September 1937, after thirty-nine intravenous injections of tryparsamide 
(113 Gm.) had been given, the cerebrospinal fluid showed: cells 12, Wassermann 
reaction 3 plus, reaction for globulin 2 plus and colloidal gold curve 5555552100. 
Malaria was then induced and the patient permitted to have nine paroxysms. 

Treatment with tryparsamide was not resumed until January 1938, at which 
time the patient had greatly improved in feeling, flesh and appearance. After the 
tenth injection of tryparsamide of this course (the forty-ninth of the series, 141 
Gm.), on March 10, the patient felt weak, faint and nauseated, the pulse was 
accelerated and marked congestion of the conjunctiva, face and neck supervened. 


1. Astrachan, G. D., and Franks, A. G.: Nitritoid Reaction Following an 
Injection of Tryparsamide, Arch. Dermat. & Syph. 38:949 (Dec.) 1938. 

2. Cormia, F. E.: Nitritoid Reaction Following an Injection of Tryparsamide, 
Arch, Dermat. & Syph. 39:349 (Feb.) 1939. 
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Rest in the Trendelenburg position quickly restored him to normal, He experienced 
no further discomfort after leaving the treatment room, After this reaction, 
tryparsamide therapy was suspended for five months, 

No untoward reaction followed the subsequent use of tryparsamide until the 
ninth injection of the course was given (fifty-eighth of the series, 167 Gm.), 
when there were immediate extreme congestion of the conjunctiva, face and neck, 
acceleration of the pulse and respiration, depression, nausea, desire to defecate, 
and itching of the face, neck, shoulders, trunk, arms, forearms and hands. After 
approximately thirty minutes’ rest in the Trendelenburg position, the patient 
apparently returned to normal and was able to go by streetcar to his home, some 
distance from my office. 

On the following day he reported that while en route to his home he experienced 
a hard rigor, nausea, weakness and a desire to defecate. The rigor lasted about one 
and a half hours and was followed by high temperature of several hours’ duration, 
accompanied by prostration, nausea and a desire to defecate. During the height of 
the pyrexia, while at stool, he observed numerous wheals, from '%4 to 4% inch (0.6 to 
2 cm.) in diameter, scattered over the chest, abdomen, shoulders, arms and fore- 
arms, which itched intensely. He stated that he had slept very well during the 
latter part of the night, and awoke the following morning feeling to be in his 
usual health, except for weakness. No evidence of the rash remained, and there 
was no itching. 

No further attempt to administer tryparsamide has been made. 

Examination of the cerebrospinal fluid on Aug. 21, 1939, showed: cells 2, 
Wassermann reaction negative, reaction for globulin 1 plus and colloidal gold curve 
0000000000. 
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Correspondence 


IODINE THERAPY AND FUNGOUS INFECTION 


To the Editor:—Dr,. Walter F. Lever’s report on the availability of absorbed 
iodine on the iodide of a bile salt as a source of free iodine (lodocholeate: A New 
Fungicidal Preparation, Arcu. Dermat. & Sypu. 40:19 [July] 1939) reaffirms the 
advantages of this form of iodine over free iodine solutions in the treatment of 
fungous infections, Iodine-releasing mixtures or compounds are of two kinds: 
Either (1) the available iodine is absorbed on a carrier or (2) it is part of an 
unstable iodide that slowly disintegrates, releasing elemental iodine. Ideally, the 
mixture of choice is one in which the percentage content of iodine is high, all 
the contained iodine may be released in elemental form and even the residue may 
be of fungistatic or fungicidal value. 

The late Walter Highman and I used and reported on such a compound 
(The Use of Tetraiodomethenamine in Flexible Collodion in the Treatment of 
Dermatophytosis, Arcu. Dermat. & Sypu. 16:697 [Dec.] 1927). This compound, 
tetraiodomethenamine, is a direct addition product of iodine and methenamine, 
approximately 80 per cent iodine, All the iodine ultimately is released, and the 
methenamine can, in theory at least, break down in an acid medium to form traces 


of formaldehyde. 

Clinical experience with this iodide in a collodion vehicle for use on the fissur- 
ing lesions of tinea of the feet continues to be highly satisfactory. Since I am not 
aware of any manufacturing source of this compound I append the method of its 
preparation. Its simplicity makes it possible to prepare it even in an office 


laboratory, 


OF PREPARATION 


METHOD 


Make a 1 per cent solution of methenamine U, S. P. in distilled water. Make 
a 10 per cent solution of iodine crystals in 95 per cent alcohol. Place the methen- 
amine solution in a beaker and the iodine solution in a buret. Add the iodine 
solution drop by drop to the methenamine solution, stirring constantly. The 
tetraiodide compound is a brick red crystal and when formed settles readily to the 
bottom of the beaker. In its production the biiodides and triiodides are first 
formed. These compounds are not brick red and continue to take on iodine until 
the tetra compound is formed. Complete iodine saturation of the methenamine is 
identified when free iodine is noted floating on top of the solution out of which 
the tetraiodide compound is settling to the bottom. When precipitation is com- 
plete, spread the precipitate on filter paper to dry. Store in a dark bottle with a 
tightly fitting wax-covered cork. On standing some of the iodine leaves the com- 
pound and adheres to the crystal surface, giving the mixture a bluish black color. 

The relative amounts of methenamine and iodine solutions to prepare for use 
in this procedure may be estimated from the knowledge that the end product is 
approximately 80 per cent iodine by weight. 


HerMAN M.D., New York. 


32 East Sixty-Fourth Street. 
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News and Comment 


PROGRAM NOTICE 


Applicants for a place on the program of the Section on Dermatology and 
Syphilology at the New York meeting of the American Medical Association, June 
10 to 14, 1940, are requested to submit titles and provisional abstracts of their 
proposed papers to the Secretary of the Section, Dr. C. F. Lehmann, 714 Medical 
Arts Building, San Antonio, Texas. 

Applicants need not be members of the Section but must be Fellows of the 
Association, graduates in medicine not in private practice or invited guests. 
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Abstracts from Current Literature 


Epitep BY Dr. HERBERT RATTNER 


Massive Dose ARSENOTHERAPY OF SYPHILIS BY THE INTRAVENOUS Drip Metuop: 
Kive-YeEAR OsservaTions. H, T. Hyman, L. Cuarcin and W. Letrer, 
Am, J. M. Se. 197:480 (April) 1939, 


The authors report further on the series of 25 patients with early syphilis 
treated by the intravenous drip method with an average dose of 4 Gm. of neo- 
arsphenamine in about five days. No late toxic sequelae were noted. 

It is unfortunate that only 15 patients could be followed for more than a few 
months. Of these, 1 received further treatment, and 2 were recorded as having 
subsequent reinfection, At the end of five years the spinal fluid was examined and 
found normal in 7 patients, and roentgenologic study revealed that the heart was 
normal in 9. 

The authors claim only that in some cases early syphilis can be “cured” by this 
form of treatment alone. They recommend further experimental work, in the hope 
of accomplishing Ehrlich’s goal. 


Four PHyYSIOTHERAPEUTIC DEVICES FOR THE TREATMENT OF PERIPHERAL VAS- 
cULAR Disorpers. Hucu Montcomery and Isaac Starr, Am. J. M. Sc. 
197:485 (April) 1939. 

Among other devices the authors describe an apparatus for giving drugs by 
iontophoresis. The parts can be bought and assembled for about $15. 


Tue OF TULAREMIA, WILLIAM F, FriepEWwALp and Grorce A. Hunt, 

Am. J. M. Se. 197:493 (April) 1939. 

The authors report their experience with diagnostic tests in 50 cases of 
tularemia. They conclude that the blood agglutination test is the most reliable 
diagnostic method after the first week of the disease. During the first week the 
antigen skin test was positive, and it appeared to be reliable. The antiserum skin 
tests were of less value. 


INCIDENCE OF THE VARIOUS Types oF GAstTRIC DISEASE AS REVEALED BY GASTRO- 

scopic Stupy. Rupo_tr ScHinpier, Am. J. M. Sc. 197:509 (April) 1939. 

In a report on 1,000 gastroscopic examinations in the United States, Schindler 
noted 3 cases of gastric syphilis. The diagnosis was made when there was inflam- 
matory or tumor-like thickening of the mucosa, with or without ulceration if the 
Wassermann reaction was strongly positive and the changes disappeared after 
antisyphilitic treatment. 


Snort Wave ULtrRA SuHort Wave DIATHERMY. HEINRICH and 
JosepH H. Pratt, Am. J. M. Sc. 197:653 (May) 1939. 


The authors report their results from the radium therapy of furuncles, 
paronychia and ulcerations. Of 51 patients with furuncles there were “rapid 
improvement and healing” in 47 with daily treatments of ten minutes. Short 
wave therapy is particularly recommended for furuncles of the upper lip, nose and 
cheeks. Eight of 10 patients with chronic paronychia responded well with an 
average of eleven treatments. In 3 patients ulceration developed after the radium 
treatment of cancer of the lip or tongue. With short wave therapy the pain and 
swelling rapidly diappeared, and the ulcers healed in two months or less. 
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Report or A Case or ApLAstic ANEMIA FOLLOWING GOLD INJECTIONS IN W nicy 
Recovery Occurred. M. M. WIntRoBE, A. StoweLt and R. M. Rou, Am, 
J. M. Sc. 197:698 (May) 1939. 


Pruritic dermatitis developed in a woman with lupus erythematosus after two 
months of treatment with sodium gold thiosulfate. After an additional injection 
severe general symptoms accompanied an extension of the eruption, and the con. 
dition was regarded as acute disseminated lupus erythematosus. Aplastic anemia 
subsequently developed, but the patient recovered after several transfusions as 
well as the administration of pentnucleotide and iron. Four years after the onset 
of the anemia the patient was still alive and was symptomatically well, although 
the blood was not entirely normal. 

This case was reported because recovery from aplastic anemia is very unusual. 


Lyncu, St. Paul. 


THe Frinpincs IN 913 PremaritaL Examinations. W. M. Brunet and J, 
SaLperG, Am. J. Syph., Gonor. & Ven. Dis. 23:300 (May) 1939. 


The results of premarital physical examinations and laboratory tests of 913 
women are presented. The average age for the group was 23 years. Seventy-four 
patients, or 8 per cent, were found to be pregnant at the time of examination, 
Of 500 patients who admitted sexual contacts, 330 had intercourse with their 
fiancés and 142 with other men. One hundred and seventy-seven, or 19 per cent, 
had intact hymens, and in 736 bivalve specula were easily passed. The incidence 
of syphilis for the entire group was 2 per cent and for white women alone 1.5 per 
cent. The Hygienic Marriage Bill of Illinois, as it now appears on the statute 
books, and its operation are described. The authors point out the desirability of 
early modification of the present law, so that the examining physician will be the 
expert who decides the question of the physical fitness of persons who marry. 
The present rigid law imposes unnecessary hardships and penalties on many 
citizens. 


MAPHARSEN IN THE TREATMENT OF SYPHILIS COMPLICATING PREGNANCY, M. A. 
Casta.io, J. A. Coppotino, A. E. Rakorr, P. H. Roeper and G. S. Dickson, 
Am. J. Syph., Gonor. & Ven. Dis. 23:332 (May) 1939. 

In this study mapharsen did not equal neoarsphenamine in the treatment of 
syphilis complicating pregnancy, because it does not afford as good protection to 
the fetus during the period of treatment, does not yield an equal number of healthy 
infants and frequently causes distressing gastrointestinal symptoms with a relative 
or actual loss in weight. It is concluded that neoarsphenamine is the drug of 
choice for the treatment of syphilis complicating pregnancy. 


SENSITIVITY TO ARSENICAL Drucs: Report oF AN UNUSUAL CASE EXHIBITING 
SENsITIVITY TO BotH TRIVALENT AND PENTAVALENT Arsenic. H. H. Gotz, 
Am. J. Syph., Gonor. & Ven. Dis. 23:344 (May) 1939. 

An unusual case of syphilis of the central nervous system in which sensitivity 
was exhibited to both trivalant (neoarsphenamine) and pentavalent (tryparsamide) 
arsenical drugs is presented. In this connection, it is interesting to note that 
practically all the constitutional reactions to tryparsamide appeared within the 
past five years, about ten years after the drug had been introduced. The reasons 
for this delayed development of toxicity remain unexplained. It would seem 
advisable that the physician who is confronted with the problem of treating a 
patient sensitized to one of the arsphenamines make skin tests before employing 
one of the pentavalent arsenical drugs. Reuter, Milwaukee. 
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ABSTRACTS FROM CURRENT 


‘RED SPECIFIC SUPERSENSITIVITY (ALLERGY) TO SIMPLE CHEMICALS. M. B. 
<cuLZBERGER and A. RosTeNBeRG Jr., J. Immunol. 36:17 (Jan.) 1939, 


‘he authors point out a number of advantages of approaching the problem of 
sensitization by using simple, known chemicals. They hope in this way to find 
a common denominator for the soil in order to steady the influence of outside 
variables. Among other findings and conclusions, the most important one was 
that persons with a recent or active eczematous dermatitis of the contact type 
are about twice as susceptible to sensitization to new material as are those not 


previously so affected. 


Ai 


NonspectFic “DESENSITIZATION” THurouGH HistaMINe. LAuRENCE FARMER, 
|. Immunol, 36:37 (Jan.) 1939. 


It has been widely assumed that the phenomena of anaphylactic shock are 
caused by histamine or histamine-like substances since Dale first suggested this. 
There has been no direct chemical proof, however, for this assumption. The 
author administered histamine by intraabdominal injection to a series of sensitized 
guinea pigs. Uterine strips from these animals were examined twenty-six to 
thirty-six days after sensitization. The author summarized his observations as 
follows: The uterine strips of normal guinea pigs that had received injections 
of histamine at the height of sensitization were less sensitive to the specific antigen 
than were the sensitized uterine strips of the control animals. The uterine strips 
of normal guinea pigs that had received injections of histamine were less sensitive 
to histamine than were the uterine strips of the untreated controls, These experi- 
ments suggest that histamine is the substance responsible for the anaphylactic con- 
traction of plain muscles; that it is possible to desensitize sensitized guinea pigs 
nonspecifically by injections of histamine. The author believes that the observed 
phenomena are further indirect proof for the correctness of Dale’s theory of the 
anaphylactic mechanism. He thinks these findings also furnish a basis for an 
understanding of the mechanism of nonspecific “desensitization” by histamine. 
CorNBLEET, Chicago. 


A Seconp Nore ON THE SUCCESSFUL TRANSMISSION OF ORIENTAL SORE BY THE 
Brres oF Stomoxys CatcitrANs. D. A. Bersertan, Ann, Trop. Med, 33:95 
(March 31) 1939. 

In 1938 Berberian reported 2 successful transmissions of oriental sore by the 
bite of Stomoxys calcitrans, a type of stable fly. The incubation periods were 
five and six months, In this report 2 additional cases of transmission are reported. 
The flies first bit the sore of a patient afflicted with the disease and were trans- 
ferred to the thigh of a volunteer. Leishmania tropica was recovered from the 
lesions thus produced experimentally. LayMon, Minneapolis. 


THE TREATMENT OF SKIN-DISEASES WITH GRENz-Rays. H. JUNGMANN, Brit. 


J. Dermat. 51:151 (April) 1939. 


From his own experience with a small number of cases and from a review 
of the literature, Jungmann recommends treatment with grenz rays for lupus 
vulgaris, for chronic eczematous infections of the scalp or near the eyes or genitals 
and for Darier’s disease. He suggests also that treatment with grenz rays might 
be of value in localized scleroderma, lupus pernio, sycosis barbae, pruritus ani 
and pruritus vulvae. Squamous cell epitheliomas should not be treated with grenz 
rays, and, in the author’s opinion, this treatment is definitely contraindicated in 
cases of psoriasis. In general, however, Jungmann believes that nearly all other 
diseases of the skin which have been successfully treated with roentgen rays have 
responded to grenz rays and that, because of their greater safety, grenz rays 
should be tried first. 
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A Case oF PIGMENTED EczEMA witH Macrocytic ANEMIA. NORMAN Burgess 
and CATHERINE MACcLareN, Brit. J. Dermat. 51:207 (May) 1939, 


The authors report the case of a boy aged 13 on whom the hyperpigmented 
patches persisted for months after the eruption had cleared. It was thought that 
the liver deficiency, indicated by the absence of antianemic substances, was 
responsible for the excessive pigmentation formed in the cutaneous lesions. 


TREATMENT OF CHRONIC PEMPHIGUS BY SERUM TAKEN FROM THE Buttag. 
S. Watson Situ, Brit. J. Dermat. 51:213 (May) 1939. 


Serum was taken from the patient’s own bullae, treated with 0.05 per cent 
phenol for twenty-four hours and then injected intramuscularly. As much as 
1 cc. was injected on one occasion, but less than 0.5 cc. was administered daily 
while the eruption lasted and while the supply held out. This régime brought 
about prompt amelioration of symptoms and complete disappearance of the erup- 
tion in a 75 year old woman suffering from her first attack of pemphigus. Prior 
to this, autohemotherapy had been tried with no apparent benefit. No mention 
was made as to the time necessary to effect a cure, and unfortunately the patient 
was lost sight of shortly after she left the hospital. The author raises the ques- 
tion as to whether serum taken from blisters produced artificially would be as 
effective. 


TREATMENT OF PertonycHiaA. W. G. Harvey, Brit. J. Dermat. 54:215 (May) 
1939, 

The treatment consists simply of the application of tincture of iodine to the 
gaping junction of the skin and the nail plate in the neighborhood of the lunula. 
This treatment once or twice daily has proved effective in the author’s hands for 
many years. The alcoholic vehicle, because of its extreme mobility, permits the 
iodine to pass quickly by capillary action into the caverns at the root of the nail 
and around the sides. It does leave a stain. 


RADIOACTIVE OINTMENT AS A METHOD OF SURFACE RADIUM THERAPY. ALBERT 
Erornow, Brit. J. Dermat. 51:216 (May) 1939. 


Radon was incorporated in petrolatum, which was then used for surface appli- 
cation in cases of nevi, sycosis barbae, warts, corns and telangiectases. The author 
reports a small series of cases. The most striking results apparently were in the 
case of sycosis barbae and in a case of port wine nevus. The other cases of nevi 
were not classified as to type, and the treatment was carried out in conjunction 
with ultraviolet irradiation. The technic for preparing the radioactive ointment’ in 
cellophane envelopes is described. Rattner, Chicago. 


RETROBULBAR NEURITIS WITH PELLAGRA IN NIGERIA, D. F, Moore, J. Trop. Med. 
42:109 (April 15) 1939. 

The author reports the syndrome in a case from southern Nigeria, consisting 
of perléche, soreness of the tongue and genitalia and retrobulbar neuritis, followed 
by partial optic atrophy, which responded dramatically to treatment with auto- 
claved yeast. The syndrome was believed to be pellagrous. Gari (a foodstuff 
thought to possess toxic qualities) was believed to play an important part in the 
incidence. 


MucocuTANeous SYNDROME To AvITAMINOSIS. DeGos, HENAULT and GourRyY- 
LAFFONT, Bull. Soc. franc. de dermat. et syph. 46:26 (Jan.) 1939. 
The authors describe a syndrome characterized by glossitis, fissuring cheilitis, 
absence of sebaceous and sudoral secretions and alterations of the nails which 
they believed to be due to deficiency of vitamin C. The patient, a woman aged 55, 
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ed on boiled milk and cooked eggs exclusively for ten years. In addition 


had 

to Ux other symptoms, the skin was extremely dry. There was no anemia. The 
chanocs in the nails consisted in transverse hollowing and raising of the borders. 
Intr. ouscular and oral administration of vitamin C resulted in progressive healing 


of all the lesions. 


and 


ConceNITAL TROPHEDEMA WITH MuttipLe Locarizations. A. Sé&zary 
>. GreNET, Bull. Soc. frang. de dermat. et syph. 46:49 (Jan.) 1939. 


The authors describe a case of congenital trophedema in a 14 month old boy. 
The condition was neither hereditary nor familial. It was considered unusual on 
account of the involvement of both upper extremities and the left half of the face. 
The child was healthy. The disease was considered a type of nevus. 


HistaMINE AND Its Use DerMatotocy, J, MeRENLENDER and H. Garay, 
Bull, Soc. frang. de dermat. et syph. 46:77 (Jan.) 1939. 


The authors briefly review the uses of histamine in various dermatoses. 
Touraine and his co-workers employed the drug successfully for pain following 
zoster, relief being obtained in some cases within a few minutes after injection. 
In some instances it was necessary to repeat the treatment in three days. Ravina 
and Cain employed histamine with success for rebellious ana! pruritus. Tzanck, 
Levi and Sidi also used histamine for various pruriginous dermatoses, using the 
technic of infiltration (0.25 mg. of histamine per cubic centimeter of physiologic 
solution of sodium chloride). The injections were made three times a week to 
a total of ten or twelve. For generalized pruritic dermatoses, such as eczema, 
lichen planus and urticaria, the authors used intradermal injections. 

Systemic reactions are rare. Those who reported on the use of the medication 
were encouraged, especially in the cases of localized pruritus. It was believed that 
the action of histamine depended on some relation to allergy and/or the peripheral 
nervous system. 

Merenlender and Gabay used histamine in the following solution: 

Histamine ...........++ 0.0005 Gm. per cubic centimeter of solution 
Procaine hydrochloride.. 0.01 Gm. per cubic centimeter of solution 
Epinephrine........(1: 1,000) 1 drop per cubic centimeter of solution 


Histamine alone proved too painful. This solution was given intradermally 
around the affected area, raising four to six wheals every two days for a total of 
six treatments. Kraurosis vulvae, scrotal and anal pruritus, neurodermatitis, 
urticaria and other dermatoses were treated. The authors concluded that histamine 
did not give rise to allergic reactions in the way that it was used and that the 
best results were obtained in cases of localized pruritus. 


CONGENITAL ATROPHY OF THE EXTERNAL EAR IN CASES OF HEREDOSYPHILIS. 
A. Touratne and L, Gort, Bull, Soc. frang. de dermat. et syph. 46:90 (Feb.) 
1939, 


The authors state that malformations of the ear in patients with congenital 
syphilis are not altogether exceptional and may vary from a simple hypoplasia of 
the auricle to complete absence of the external, middle and internal ear. The 
authors cite the case of a 15 year old child with congenital syphilis, one of the 
presenting signs of which was atrophy of the left ear. 


TREATMENT OF CENTRIFUGAL ERYTHEMA ANNULARE WITH VITAMINS A AND D. 
Lerkver, G. Levy-Costentz and G. Bull. Soc. frang. de dermat. 
et syph. 46:112 (Feb.) 1939, 
In a girl aged 26 the dermatosis was limited to the cheeks and presented the 
unusual feature of bullae within the annular lesions. The eruption had been con- 
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stantly present for a year and a half. After twenty days’ treatment with vitamins 
A and D (exact dosage not given) the lesions had practically disappeared, 


LayMON, Minneapolis, 


Paratuyrow (RICHTER) AND [A. T. 10] IN THE Trear- 
MENT OF IMPETIGO HERPETIFORMIS AND PsoORIASIS VULGARIS Pusrutosa, 
G. ScHerper, Dermat. Wchnschr. 106:391 (April 2) 1938. 


Dihydrotachysterol is used in a 0.5 per cent solution. In spite of the chemical 
dissimilarity, it can be used instead of parathyroid to prevent the tetanus of hypo- 
parathyroidism. It has been shown to increase the calcium content of the blood 
considerably. Scherber reports a case of long-standing, recurring dermatitis her- 
petiformis in which the use of dihydrotachysterol in doses of 15 drops three times 
a day seemed beneficial. The improvement was more marked when parathyroid 
(Richter) was given with the dihydrotachysterol. The same preparation was used 
in a case of pustular psoriasis. The pustules cleared, but the underlying psoriasis 
remained, 


Herepity IN Psortasis Vuicaris. JuLttus Mayr, Dermat. Wehnschr. 106:569 
(May 21) 1938. 


The author describes enzygotic twins both of whom had psoriasis. There was 
a considerable period between the appearance of the disease in the first twin and 
in the second, Furthermore, one had a much more extensive eruption than the 
other. A study of the family tree, including fifty-eight relatives in four genera- 
tions, showed 2 other cases of psoriasis. 


Lupus ERYTHEMATOSUS AND NEOARSPHENAMINE. R. Donces, Dermat. Wehnschr. 
106:610 (May 28) 1938. 


Donges reports very briefly 5 cases of lupus erythematosus which did not 
respond to the usual methods of treatment but cleared up with neoarsphenamine. 
The Wassermann reaction of the blood was negative in each case. The possible 
relation of syphilis to lupus erythematosus is discussed. 


FurTHER PHYSICOCHEMICAL INVESTIGATIONS ON HUMAN Harr UNber 
oLocic Conprrions. A. MarcHtionini and L, Wetss, Dermat. Wehnschr. 
106:661 (June 11) 1938. 


The authors made determinations of the resistance to breaking and elasticity of 
many specimens of hair. These qualities were found to be in direct relation to 
the thickness of the hair tested, providing the hair was normal. Other determina- 
tions showed that the thickness of the hair was least in infanthood, increased to 
adult life and then decreased in old age. Taussic, San Francisco. 


SCHAUMANN’s “BENIGN GRANULOMATOSIS” (MorsBus 
MANN). O. NAUMANN, Ztschr. f. Kinderh, 60:1 (June 20) 1938. 


The condition named in the title has been described in only 4 infants; in 2 of 
these the observations were inconclusive. Naumann reports the disease in an 
infant 3 months old. Syphilis was suspected, but tests were negative and anti- 
syphilitic therapy was ineffective. Tuberculosis also was ruled out. Marked 
anemia, symptoms of involvement of the central nervous system, pyuria, ocular 
changes and infiltration of the skin were present. Death resulted from suffocation 
due to displacement of the diaphragm by an enlarged kidney. Autopsy revealed 
widespread sarcoid infiltration of tissues. 

In a second case, that of a 14 year old boy with a roentgenogram of the lungs 
that showed changes resembling miliary tuberculosis and adenitis and lesions of 
the eyes, the disease cleared up spontaneously. 


SreMseEN, Chicago. [Am. J, Drs. 
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NEW YORK ACADEMY OF MEDICINE, SECTION 
OF DERMATOLOGY AND SYPHILIS 


Symposium on Cutaneous Syphilis 


EucEeneE F. Traus, M.D., Chairman 


Feb, 24, 1939 


Louis Turrpan, M.D., Secretary 


A Case for Diagnosis (Chancre of Left Tonsil?) Secondary Syphilis. 
Presented by Dr. NATHAN Sopet. 


W. K., a man aged 36, is presented from the Lower West Side Social Hygiene 
Clinic of the Department of Health. He was admitted to the clinic on Feb. 9, 
1939, having had a rash all over the body for four days and sore throat and 
swelling of the left side of the neck for four weeks. He had gonorrhea twenty 
vears before. His wife has had an eruption for the past six months. One week be- 
fore admission a Wassermann test was reported positive by St. Vincent's Hospital. 
On admission to this clinic the Wassermann reaction was | plus. 

Examination showed a macular and papular eruption on the trunk and upper 
extremities. There was a mass of enlarged glands in the neck on the left side. 
The left tonsil was edematous, red and greatly enlarged. Physical examination 
showed no other abnormality. 

The patient received two injections of a bismuth preparation and two of neo- 
arsphenamine, He now shows only papular lesions. The mass on the left side 
of the neck is now about half its original size. 


DISCUSSION 


Dr. NATHAN Sopet: A diagnosis of peritonsillar abscess was made at St. 
Vincent's Hospital several weeks after the onset of his sove throat. There were 
swelling and redness of the left tonsil and a tremendous enlargement of the left 
cervical nodes. I understand that a dark field examination there gave negative 
results, while the Wassermann reaction was positive. Dark field examination of 
material from the throat was not attempted because even if spirochetes had 
been found they would have been difficult to identify. After two injections of the 
bismuth preparation and two of neoarsphenamine, the mass in the cervical region 
diminished about 50 per cent and the throat improved remarkably. The macular 
rash on the body disappeared completely, but the papules remained. After the 
first injection of neoarsphenamine a severe Herxheimer reaction with chills and 
fever developed. The patient still presents some fleshy papular lesions. Another 
interesting point is that he apparently acquired the infection from his wife. She 
has an extensive eruption with loss of hair. The duration of her disease has 
been at least eight months. 

Dr. TuHeopore RosentHat: If the initial dark field examination was reported 
as giving negative results, it seems to me that puncture of a gland in the large 
mass in the cervical region might have been performed. Also, the serologic 
examinations should have been repeated immediately after receipt of the first report. 

Dr. WirttraM Letrer: Some years ago Dr. Erich Hoffmann claimed that 
he could, in a large percentage of cases, make a diagnosis of syphilis by finding 
Spirochaeta pallida in scrapings of material from the throat (Hoffmann, E.: Ueber 
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die Schnelldiagnose unklarer rezenter Syphilis mittels Gewebsabstrich ( Geschabe) 
von den Tonsillen, Klin. Wehnschr. 12:1642 [Oct. 21] 1933). His experiment was 
repeated in this country by Dr. J. F. Mahoney and his associate, who found that 
in only about 40 per cent of cases could they find suggestive spirochetal forms 
(Mahoney, J. F., and Bryant, K. K.: Darkfield Diagnosis of Tonsil Lesions, 
Ven. Dis. Inform. 15:385 [Dec.] 1934). They recommended that no such diagnosis 
be made on tonsillar scrapings or smears of material from the throat, but that 
: puncture of a gland should always be done. 

; Dr. IstporeE M. LAsHInsky (by invitation): I should like to know whether 
a Herxheimer reacticn is more likely to occur when the chancre is in the throat 
than when it is located elsewhere. I observed chancre of the tonsil with a secon- 
dary papular eruption in a girl aged 21, in whom a Herxheimer reaction also 
developed, in spite of the fact that she received four intramuscular injections of a 
bismuth preparation prior to the administration of neoarsphenamine. 

Dr. NATHAN SopeL: As far as puncture of the gland is concerned, my asso- 
ciates and I have followed that procedure in most of the cases in which we could 
te not make a diagnosis from dark field examination of the primary lesicn. This 
“- patient refused to allow this procedure. Furthermore, we felt confident of the 
4% diagnosis from the general picture. In the first place, a positive Wassermann 
;; reaction was obtained at another institution. Secondly, the wife has a_ typical 
s syphilitic eruption and a positive Wassermann reaction. It is true that when 
fer some reason or other one cannot demonstrate spirochetes in the primary 
lesion, satellite glands should be examined for the organisms. We have no doubt 
that further Wassermann reactions will be stronger. As far as Herxheimer 
reactions in cases of extragenital chancre are concerned, I have not come across 
any reference to the fact that they are more frequent than in cases of genital 
involvement. I think this particular case shows the importance of preparatory 
treatment. A patient may be so discouraged by a severe Herxheimer reaction 
: that he will not want to come back for further treatments. I think patients with 

secondary eruptions should always be prepared by at least one or two injections 
of a bismuth preparation. I agree with Dr. Leifer in what he said about the 
unreliability of demonstrations of spirochetes in material from the throat. 
That is why we did not do any dark field examinations in this case. As for the 
patient’s wife, the diagnosis of syphilis was made by a private physician. If she 
had been properly treated there would not have been a second case in this family. 

Dr. IsaporE Rosen: I think Dr. Sobel did not emphasize sufficiently the use 
of bismuth preparations intramuscularly before the intravenous injection of an 
arsenical. It has been my plan never to begin the treatment cf patients suffering 
from a generalized early eruption with the arsenicals. It is safer to administer 
at least three, or even more, injections of a bismuth preparation, one every four 
or five days, prior to the intravenous medication. When contagious lesions are 
present, patients should be isolated until the contagious period has passed. This 
statement refers to ambulatory patients. 

Dr. Lours CHaARGIN: It seems to me that more and more physicians lean 
to the use of arsphenamine from the outset of primary syphilis, Wassermann test 
positive or negative. In the presence of secondary manifestations a single injection 
of a bismuth preparation may perhaps initiate the treatment, but it should scon 
be followed by the administration of arsphenamine and no time lost in giving 
the drug in adequate doses. 

In the case in question one should start with a small dose of arsphenamine 

; and at intervals of three or four days give additional arsphenamine with the 

; object of saturating the patient with the drug as quickly as possible im order 

‘ to obtain the most effective results. It is true, as Dr. Rosen states, that one 
gets less by-effect if several injections of a bismuth preparation are given before- 
hand, but valuable time is thereby lost. 

Dr. J. GarpNeR Hopkins: The routine treatment in most clinics for exten- 
sive secondary disease with a positive Wassermann reaction is to start with 
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4 moderate dose of arsphenamine. I see no objection to that. From a public 
health standpoint it is important because the patient is quickly rendered non- 
infectious. 

Dr. Leo SpreceL: I agree with the remarks of Dr. Rosen. The members, 
I am sure, remember the intensive interrupted treatment suggested by Pollitzer, 
the arsenical being given on three successive days in maximum doses followed 
by mercurial injections and the arsenical given again in six weeks in full doses 
for three days. I have observed 2 fatalities when this method was used. In 
cases of seronegative syphilis in which dark field examination gives positive 
results, the arsenical should be used immediately. However, in cases of severe 
secondary eruption I begin with two or three injections of a bismuth preparation 
at five day intervals and then resort to arsenical therapy. 

Dr. A. Benson CANNON: I agree with the views expressed by Drs. Chargin 
and Hopkins. For a great many years I have treated all types of early syphilis 
by beginning with arsphenamine and oftentimes giving a heavy metal at the same 
time. I feel that reactions can be prevented or controlled by starting with a 
small dose of arsphenamine and gradually increasing the dose with each subse- 
quent injection. I believe that the reactions encountered are no greater than those 
reported by colleagues who precede the injections of arsphenamine with a few 
injections of a heavy metal. I am of the opinion that the sooner the arsenical 
treatment is begun in a case of early syphilis, the more likely is permanent 
cure and the shorter the time required, and this with a smaller total amount of 
treatment and minimal damage to the patient by the infection. I have never 
observed a serious Herxheimer reaction following the treatment spoken of. _ 

Dr. Evan W. Tuomas (by invitation): I should like to mention one point 
which came up in the discussion, about the spirochetemia. As I understand 
this condition from the recent literature, including the latest edition of J. H. Stokes’s 
textbook (Modern Clinical Syphilology, Philadelphia, W. B. Saunders Company, 
1934), it really begins before the chancre and is at its height at the time of the 
chancre. By the time the secondary stage starts, the spirochetes are already 
leaving the blood stream and entering the tissues. That is perhaps the reason 
for the rash. Experiments have been reported in the literature in which samples 
of blood taken late in the secondary stage were inoculated into rabbits, and I 
believe in 1 case into a human being, without infection. As for the Herxheimer 
reaction, I do not believe there is any danger in killing the spirochetes too rapidly 
in the blood stream but there is in the tissues. With chancre of the tonsil, the 
edema occurring from the tissue reaction might perhaps be a serious matter, 
whereas it would not make any difference with genital chancre. This would sug- 
gest a smaller initial dose in the case under discussion. 

Dr. ALFRED Evrassow (by invitation): As assistant to Herxheimer for many 
years, I never saw a severe reaction in either the first or the second stage. He 
believed, of course, in giving small doses. However, he insisted on beginning 
with arsenicals as soon as possible, for the reasons already mentioned. 


A Case for Diagnosis (Secondary Syphilis. Condyloma Acuminatum? 
Blastomycosis? Dermatitis Vegetans?). Presented by Dr. Harry C. 
SAUNDERS. 


I. S., a man aged 26, is presented from Bellevue Hospital. He had gonorrhea 
in 1937 and a penile lesion four and one-half months ago. One week later the 
present eruption appeared. The lesions compose a sharply demarcated vegetating 
foul-smelling exudative mass extending from the pubis along the genitocrural 
region to the perineum and perianal region. There are diffuse alopecia of the 
scalp and inflammation of the pharynx. No mucous patches are present. There 
is generalized adenopathy. At the time of admission there was a_ scarcely 
perceptible follicular and papular eruption, which disappeared without treatment. 
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The Wassermann reaction was 4 plus. Dark field examination of materia 
from the granuloma showed numerous Spirochaetae refringentes and a few doubtfy! 
Spirochaetae pallidae. Examination for blastomyces gave negative results, A 
potassium hydroxide preparation and ‘stained smears showed no abnormality, The 
histologic report has not yet been made, 

The patient has received two injections of mapharsen, local treatment with 
potassium permanganate and sitz baths. 


DISCUSSION 


Dr. Paut Gross: The diagnosis of syphilis in this case cannot be disputed, 
but it is questionable whether the papillomatous growth is due to the syphilitic 
infection. I rather believe that this condition is the rare one described as papillo- 
matosis cutis. I was able to study a case reported by Gustav Fantl (Arch, 
f. Dermat. u. Syph. 129:332, 1921) and was impressed by the close resemblance 
of the picture in that case to the picture presented by the patient tonight. Fantl’s 
patient had acquired syphilis in 1909, and shortly thereafter the papillomatosis 
developed. When I saw him in 1920, this condition was still extensive and had 
recurred even after extensive surgical measures. For the patient presented tonight 
condyloma acuminatum can be ruled out clinically, papillomatosis cutis or a 
papillomatous form of dermatitis vegetans considered. 


Dr. Lourts Tuttpan: I believe this picture is what is seen in any type of 
dermatitis vegetans starting on a moist surface. It might have started as a 
moist papule. One frequently sees moist papules which grow until there is a 
mulberry-sized mass. They are seen frequently with certain types of ulcers and 
with pemphigus vegetans occurring in the folds of the body where the same 
type of eruption appears. The pubic region is not the usual site for the develop- 
ment of condyloma latum. I believe this vegetative dermatitis is due to secondary 
infection and will not clear under antisyphilitic treatment. It may have to be 
destroyed by electrodesiccation. 

Dr. Frank E. Cross (by invitation): I do not believe this condition is 
condyloma latum or a papular condyloma of syphilitic origin, because the dark 
field would be teeming with Spirochaetae pallidae. I am inclined to favor der- 
matitis vegetans. 

Dr. A. Benson CANNON: A number of years ago I had occasion, with 
Dr. Fordyce, to observe a case of similar involvement diagnosed and treated as 
dermatitis vegetans. I have observed 3 other cases at the New York City 
Hospital since that time, and the most characteristic symptoms have been an 
abundant discharge of thick yellow pus from between the vegetative elongations. 
In my most recent case there were extensive vegetative growths in the inguinal 
and crural regions between the gluteal folds and in the axillas. A culture of the 
pus showed a variety of organisms, while sections of the tissue showed only a 
simple verrucous inflammation. I removed the vegetations by curettage followed 
by cauterization with trichloroacetic acid and then applied continuous wet dress- 
ings of potassium permanganate solution. The patient received six weekly doses 
of % skin unit (75 r) of roentgen rays. The result was excellent. The wounds 
had healed after a few weeks, and there was no recurrence. 

Dr. G. D. AstracHan: I do not think it is possible to make a definite 
diagnosis in this case on the basis of the clinical characteristics only. The diag- 
nosis of condyloma latum would be possible only by histologic examination or 
therapeutic test. I agree with all the possibilities mentioned by the presenter, 


_ but I should like to add another possibility, namely, pemphigus vegetans. 


Dr. Harry C. SAuNpers: I think the members are pretty well agreed that 
this process in itself is not a syphilitic manifestation. However, I shall probably 
have to make a final diagnosis from the results of therapy. 


: 
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\ore—On March 13, 1939, examination showed that the pubic lesion had not 
responded to antisyphilitic treatment. The histologic diagnosis was condyloma 


acuminatum, 


Multiple Gummas of the Throat. Presented by Dr. Epwarp R. MALoney. 


| S., a single man aged 57, is presented from Bellevue Hospital for Dr. Evan 
\V. Thomas. He states that he had a penile lesion twelve years ago. He had 
no bubo. Dark field examination was evidently performed, but the result is not 
known. A secondary eruption developed two or three months after the initial 
lesion appeared; this was associated with sore throat. At that time the patient 
received three intramuscular injections. Afterward treatment was stopped. The 
patient came to the clinic at Bellevue Hospital on Jan. 23, 1939, because of 
difficulty in swallowing and pain in his throat. He was obliged to restrict himself 
to a liquid diet because of the dysphagia. 

Examination showed the entire pharynx and soft palate to be abnormally red 
and swollen. The right half of the soft palate showed a round ulcerated area 
about 2 cm. in diameter. There was a smaller, similar zone of ulceration at the 
site of the left tonsil, with a membranous slough over both anterior pillars. 

The Wassermann reaction of the blood was 4 plus; that of the spinal fluid, 
negative. Roentgen examination of the heart and aorta showed no abnormality. 

The patient has so far received six injections of a bismuth preparation and 
iodides by mouth, with definite improvement in the lesions. He is now able to 
eat solid food. 

DISCUSSION 


Dr. Evan W. Tuomas (by invitation): I should like to know if it is 
common to see bilateral gummas such as this man has. I have never seen them. 
The patient received his first injection of arsphenamine today and will receive 
arsphenamine from now on for a course of probably eight injections and then 
receive bismuth therapy again. 

Dr. A. Benson CANNON: I think it is not unusual to see two or three or 
even more gummas in the throat or any portion of the mucous membrane of the 
mouth at the same time; they are usually designated as multiple gummas. 


Carcinoma of the Penis, Resembling Phagedenic Chancroid. Cerebro- 
spinal Syphilis. Diabetes Mellitus. Presented by Dr. Harry C. 
SAUNDERS, 


D. R., a Negro aged 48, is presented from Bellevue Hospital. The patient 
states that he has had no previous penile lesion. He has had no previous blood 
test or antisyphilitic therapy. He presents a lesion on the penis of ten months’ 
duration, 

Examination shows a bean-sized irregularly shaped lesion at the end of the 
prepuce, which began ten months ago. A second lesion, a palm-sized irregular 
deep progressively destructive ulceration, appeared on the dorsum of the shaft of 
the penis four months ago. 

The Wassermann reaction of the blood and of the spinal fluid were 4 plus. 
The Ito-Reenstierna test was positive, The Frei test was negative. Autoinocu- 
lation gave negative results. Examination of the spinal fluid showed no cells, a 
positive Pandy reaction and a colloidal gold curve of 4444433321. Urinalysis 
showed sugar, and the blood sugar level was 222 mg. per hundred cubic centi- 
meters, Roentgen examination of the heart and aorta showed a minimal widening 
of the ascending aorta. 

Histologic examination of tissue from the large ulcerated area showed the 
subepithelial connective tissue diffusely infiltrated with polymorphonuclear leuko- 
cytes and lymphocytes, beneath which were seen large masses of epidermoid cells 
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arranged in columns and forming nests, with epithelial pearls deep in the section, 
The cells contained many mitotic figures. 

Treatment has consisted of four injections of a bismuth preparation, admin- 
istration of sulfanilamide in doses of 120 grains (7.8 Gm.) for five days and 
60 grains (3.88 Gm.) for ten days and local application of iodoform, 


DISCUSSION 


Dr. Harry C. Saunpers: I can only add that in making the diagnosis | 
considered the age of the patient and the fact that the biopsy specimen was taken 
from the center of the lesion and not from the edge. I think the treatment should 
be radical surgical excision. 


A Case for Diagnosis (Late Syphiloderm? Bromoderma?). Presented by 
Dr. Louis CHARGIN. 


W. S., a Negro aged 32, a musician, is presented from the Central Social 
Hygiene Clinic of the Department of Health. The patient had a primary lesion 
on the penis in 1916, which was treated by local medication. In 1917, while in 
the United States Army, he had two months’ treatment (in the “arm and hip”), 
the number of injections not being known. From 1931 to 1932, while in Georgia, 
he received twenty-four intravenous and twenty-four intramuscular injections. 

In 1934 the patient was admitted to the Central Social Hygiene Clinic, pre- 
senting an ulcer on the glans penis and ulcerated lesions on both palms. His 
Wassermann reaction was 4 plus. The lesions disappeared rapidly under treat- 
ment. Between April 13, 1934, and March 19, 1935, he received fifteen injections 
of neoarsphenamine and twenty-one of a bismuth salt. The Wassermann reaction 
at this time was negative. The patient disappeared from observation and returned 
on Feb. 8, 1939, stating that in May 1938 two lesions had appeared on the upper 
part of the right thigh, and in August 1938 an additional lesion had appeared 
above the malar region, just outside the outer canthus of the right eye. In 1939 
the patient noticed a sore on the right cheek. This lesion suggested bromoderma, 
and he had taken “bromoquinine” for about three months. 

Examination shows a sharply outlined oval lesion on the outer aspect of the 
right. eyelids, extending to the malar region. The border is slightly raised; the 
center is depigmented and healed, with a scar which does not distort the lids. 
There is a granuloma in the nasopharynx on the right side. On the right cheek 
there is a round crusted granuloma the size of half a dollar. On the lateral 
aspect of the right thigh the patient presents an oval, superficially ulcerated and 
crusted sharply demarcated lesion the size of a silver dollar. Anteriorly on the 
thigh is a smaller lesion covered with a conic crust. 

The Wassermann reaction of the blood on Feb. 8, 1939, was 4 plus. Histologic 
examination of the lesion near the eye showed syphilis, and of those on the cheek, 
only inflammation. The results of examination of the urine for bromides have 
not been reported yet. 

Since February 8 the patient has received one injection of a bismuth prepara- 
tion and three of neoarsphenamine, with slight improvement in the lesion near 
the eye. 

DISCUSSION 

Dr. E. Wirittam AsramowiTz: I have seen this patient several times. He 
stated that he had regurgitation of liquids from the mouth into the nose, which 
has improved to some extent under the treatment he has had recently. The 
histologic examination of the lesion on the eyelid is reported as showing late 
secondary syphilis. As the patient gags, it is difficult to see any lesion of the 
palate, but there is presumably a gummatous perforation. The lesion on the 
cheek remains in statu quo, whereas the lesions on the eyelid and elsewhere show 
considerable improvement from the antisyphilitic treatment. He gave a definite 
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history of taking “bromoquinine.” I believe, therefore, that the lesion on the 
check is a bromoderma, while the others are syphilitic. 


Dr. FRANK E. Cross (by invitation): Why does this man, in spite of all 
the treatment he has had, keep relapsing? This type of malignant syphilis after 
a certain amount of treatment apparently improves for a little while and then 
relapses during the rest period. It has to be treated not only steadily, without 
rest periods, but with different drugs. 


Dr. Louis Tuttpan: I believe that the fact that all the lesions this patient 
presents are on one side—that is, unilateral—would favor the diagnosis of tertiary 
syphilis. If these lesions were due to ingestion of bromides, there would be more 
of them over the tibias rather than on the parts affected here. Referring to the 
fact that these lesions have not healed, I recall lesions which would not heal in 
spite of all types of drugs, including arsphenamine, a bismuth preparation and 
mercury. When there is any type of fibrosis or formation of fibrous tissue, 
so that the heavy metals cannot reach the lesion through the blood stream, the 
application of mild mercurial ointment locally will frequently cause the lesions 
to heal in a few weeks. I think that should be tried. 


Dr. Paut Gross: In this case the differential diagnosis between bromoderma 
and syphilis is an academic problem, but such frambesiform syphilis may occur 
as a solitary lesion, and in that event the serologic tests are of diagnostic 
importance. 

Dr. Louis CuHarcin: This patient is evidently treatment resistant; that is 
not such a rare manifestation. Bismuth therapy was recently resumed, and the 
lesions that are regarded as syphilitic are responding well. 


Lymphogranuloma Venereum. Vaginal Stenosis. Esthiomene. Gener- 
alized Eruption After Sulfanilamide Therapy. Presented by Dr. Louis 
CHARGIN. 


R. D., a Negress aged 40, is presented from the Central Social Hygiene Clinic 
of the Department of Health, for Dr. Borris A. Kornblith. The patient was 
operated on in 1919 in Maryland for a lesion in the uterus (fibroid tumor?). Since 
that time she has not menstruated. Between 1920 and 1931 she received anti- 
syphilitic treatment; the amount of such treatment is unknown. Since that time 
the Wassermann reaction of the blood has been negative. In 1929 a thickening 
developed in the vulval region, with marked ulceration. She complained of 
pruritus and vaginal discharge. The lesion refused to heal. The swelling of the 
genitalia has become progressively larger, and the patient has observed that her 
vaginal introitus has become progressively narrower. 

Examination shows marked hypertrophy of both labia majora, extensive edema 
and fibrosis of the labia minora. There are hypertrophy of the clitoris, perianal 
condyloma and esthiomene. Ulceration encircles the vaginal introitus, and the 
introitus is too narrow to admit a no. 12 French catheter. The inguinal nodes are 
not enlarged. General physical examination gave otherwise essentially negative 
results. Rectal examination showed no abnormality except that on palpation of 
the anterior wall the vaginal tissues felt like a thickened cord. 

The Frei test was repeatedly positive. The Wassermann test was negative. 
A smear showed no Ducrey organisms. Dark field examination and smears for 
Donovan bodies gave negative results. 

The patient was given thirty doses of Frei antigen intravenously between 
April 11, 1938, and Jan. 23, 1939. The local condition improved greatly, but the 
ulcerations did not heal completely. The vulval edema did not diminish. Local 
itching and the vaginal discharge stopped. Constitutional symptoms of malaise 
and loss of weight likewise regressed. 

Between January 23 and February 15 sulfanilamide therapy was given. After 
a total of 940 grains (59.5 Gm.) had been administered, a generalized maculo- 
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erythematous eruption developed. The eruption produced itching on the arms and 
legs but not on the body. The patient also had a temperature up to 103 F. for three 
days, during which time she had nausea and severe occipital headaches. The 
eruption faded on the fifth day, and the constitutional symptoms disappeared at 
the same time. The local lesion showed no evidence of improvement. The 
eruption began on February 15 and faded on February 18. The patient was given 
10 grains (0.65 Gm.) of sulfanilamide again this morning (February 24), 


DISCUSSION 


Dr. Marion B. Sutzpercer: I think that this manifestation of lymphogranu- 
loma venereum is relatively rare. The process is probably analogous to that 
which is common with rectal stricture. Perhaps there is in this case an abnor- 
mality of lymphatic drainage or perhaps there was a different, unusual portal of 
entry of infection. Dermatologists will probably have ample opportunity to study 
sulfanilamide eruptions, and it has already been established that they can be of 
many different types. I presented a case before the Bronx Dermatological Society 
on February 23 (Arco. Dermat. & Sypn. 40:498 [Sept.] 1939), in which 
the sulfanilamide eruption presented the principal characteristics of erythema of 
the ninth day. 

Dr. Borris A. Kornewitu (by invitation): I was fortunate enough to observe 
a case at the Jewish Hospital, Brooklyn, three years ago. The patient, a white 
man, was the first with that disease to be seen there. After that 3 other cases 
were observed. My associates and I have already observed 400 cases in some 
three years at the Central Social Hygiene Clinic of the Department of Health. 
In a practice restricted to white patients the chances of seeing lymphogranuloma 
venereum are, of course, less than ours. We use the human antigen. We have 
had a sufficient quantity of it, since it is easy to obtain, and we find it reliable. 

As to the occurrence of stenosis of the vagina, 2 cases among a group of 
some 65 of pelvic lesions—that is, including esthiomene and rectal lesions—came 
to our attention. This complication is rare. 

I am glad Dr. Sulzberger mentioned the problem of sulfanilamide eruptions. 
We have seen 3 eruptions, but these were in adults among a series of ambulatory 
patients. Two were white; only 1 of a series of 150 Negroes—the one presented— 
had a rash. We thought for a time that sulfanilamide was much better tolerated 
by Negroes because of the pigmentation of the skin, since sulfanilamide is a 
photosensitive drug. This patient, however, had one rash and then a recurrence 
after a second administration of 10 grains (0.65 Gm.) of sulfanilamide, There 
was no correlation between the amount of drug administered and the time of 
occurrence of the rash. We had 1 case of a rash developing eighteen hours after 
administration of 100 grains (6.5 Gm.). In the other case a rash developed 
approximately three weeks after the medication was instituted, and variable 
amounts of the drug had been used. 

The use of the Frei antigen and its effect on lesions of this sort may be worth 
mentioning. I do not think too much should be expected in the treatment of 
esthiomene, a chronic lesion which is essentially edema and fibrosis. We do not 
expect much in this case except possibly a diminution in the systemic symptoms. 
I must differ a bit with the reports of characteristics of the giant cells and the 
inclusion bodies. There is a great deal of doubt about these. Four or 5 cases 
might be sufficient basis for establishing a pathognomonic sign of that sort if it 
were possible to find more, Such pathologic observations should be confirmed 
by others. 

This case has been particularly interesting, because it shows, first, that vaginal 
stenosis may occur without rectal involvement, and second, that a sulfanilamide 
eruption may occur in a Negro. 
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A Case for Diagnosis (Trophic Ulcer of the Nose? Dermatitis Factitia?). 

Presented by Dr. Maurice 

H. A., a man aged 46, was first seen by me in November 1938. He, gave a 
history of sudden loss of speech and of sensation on the left side of his body 
several days before a diagnostic spinal puncture was performed. He stated that 
an ulcer appeared on the left side of his nose on the following day. While in 
the hospital he complained of excessive sweating limited to the left half of his 
body. He had had a severe injury of the head twelve years before, accompanied 
with transitory hemiplegia on the left. 

The patient now presents an ulcerating lesion of the left nostril with some 
destruction of the ala nasi. He also has a proliferative ulcerating lesion on the 
septum, resulting in occlusion of the left nostril. There is beginning atrophy of 
the septal cartilage. In an area extending about 1 inch (2.5 cm.) around the 
left nasal aperture there appears to be an infectious eczematoid dermatitis. The 
nostril itself appears fairly hard and indurated on external palpation. The nasal 
sinuses appear hazy on transillumination. There is moderate injection of the 
blood vessels of the sclera, 

The patient appears to be in fairly good general health and nutrition, having 
gained 20 pounds (9,1 Kg.) since the onset of his illness. The abnormal findings 
were as follows: The heart was slightly enlarged to the left and the blood 
pressure was 170 systolic and 120 diastolic. In the left upper quadrant of the 
abdomen there was some tenderness. There was generalized hyperreflexia, with a 
bilateral Hoffmann and an equivocal Babinski sign. There is transient ankle 
clonus on the right. There is no evidence of any thrombosis. Sensations of 
touch, heat and pain are diminished on the left half of the body. 

Examination of the nasal discharge showed no tubercle or lepra bacilli. Culture 
showed Staphylococcus aureus, a few hemolytic streptococci and Micrococcus 
catarrhalis. Blood counts gave negative results except for mild leukocytosis, the 
white cell count being 11,600, with 86 per cent polymorphonuclear leukocytes and 
14 per cent eosinophils. The Wassermann and the Kahn reaction of the blood 
have been negative on five occasions, Examination of tissue showed “hyper- 
keratotic papilloma,” 

A thorough trial of antisyphilitic therapy, including large doses of solution 
of potassium iodide, did not favorably influence the lesion. 


DISCUSSION 


Dr. Isapore Rosen: I feel as Dr. Costello does in hesitating to make a 
diagnosis in this case. The patient has arteriosclerosis and has had several 
cerebral insults, and therefore must be suffering from some definite neurologic 
condition. The clinical features suggest several diagnoses: (1) prickle cell 
epithelioma; (2) gummatous ulceration; (3) trophic ulcer, and (4) malingering. 
Another biopsy specimen should be taken from the ulcerated area. If this does 
not show epithelioma I should be inclined to consider either trophic ulcer or 
malingering. 

Dr. Grorce M. Lewis: From the clinical appearance of the lesion and 
from normal laboratory findings, I think that one of Dr. Rosen’s diagnoses, 
namely, dermatitis factitia, must be seriously considered. 

Dr. Georce C. ANprews: The Vanderbilt Clinic presented a patient before 
the Academy of Medicine with a lesion of the nose similar to this one on the 
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ala nasi, There were erosion and destruction, as in this case. The patient, 4 
woman, had migraine and had had a gasserian ganglionectomy. Numeroys 
biopsies were done, and the lesion was finally proved to be a trophic ulcer of 
neurogenic origin. 

Dr. George M. MacKee: When I examined the patient I thought of trophic 
ulcer, prickle cell epithelioma and malingering. I cannot select one of those 
three possibilities. The diagnosis should be worked out on the basis of biopsy 
and the results of occlusive dressings. 

Dr. Maurice Coste.to: In view of the history of an injury to the head 
twelve years’ ago and the neurologic symptoms, a diagnosis of trophic ulcer 
should be entertained, especially since the attending physician at the time of 
the inj&iry considered putting the patient’s neck in “a collar.” It is possible that 
he had a cranial fracture with compression of the spinal cord; the neurologic 
symptoms may be residual of this. A factitious ulcer is possible because the 
neurologic signs, especially lack of coordination on locomotion and difficulties in 
speech, vary from time to time in the same day. His recent trouble was precipj- 
tated when he was having difficulty with his employer. I believe that the size 
of the ulcer has not increased since he was thoroughly questioned about the 
possibility of self infliction. 


Naevus Unius Lateris, Simulating Linear Lichen Planus. 
Dr. Paut E. Becuer. 

G. E., a boy aged 1 year, is presented from the Skin and Cancer Unit of 
the New York Post-Graduate Medical School and Hospital. On the posterior 
aspect of the right thigh and leg is a linear band about 1 cm. wide, extending 
without interruption from the top of the buttock to the heel. It has been present 
for seven months. The mother states that the baby’s skin was absolutely free from 
lesions during the first five months of life. The lesions consist of flat-topped rather 
shiny papules, confluent or discrete in accordance with their sites. They are only 
slightly darker than the surrounding normal skin. There is not the slightest 
scaling or tendency to warty change. The lesions are so flat and so inconspicuous 
that the question of therapy becomes a problem. 


Presented by 


DISCUSSION 


Dr. Frep Wise: In my experience the best thing is to let these lesions alone, 
because any therapy sufficient to destroy the lesions may leave scars worse than 
the original condition. 

Dr. Georce M. MacKee: For this particular patient I agree that the nevus 
should be let alone. In private practice, however, especially among the higher 
social classes, the parents might desire the child to be esthetically perfect and 
insist on having something done. I think if anything is done in this particular 
case it should be excision. The lesion is long but narrow. The end result would 
be a threadlike scar, and after a few years the scar would almost disappear. 

Dr. Paut E. Becner: I have observed such lamentable results from the 
overenthusiastic use of physical therapy on this particular type of lesion that I should 
be inclined to advise that the lesion be left untreated. If treatment were insisted 
on by the child’s parents, I should favor surgical excision. In my opinion a 
long faint linear scar would prove by far the best cosmetic result. 


Psoriasis. Presented by Dr. E. WitttaAm AsramowI!rTz. 


S. Z., a woman aged 53, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on March 1, 1939, with an eruption of 
one year’s duration on the hands and toes. 

The patient presents well defined hyperkeratotic patches the size of a half 
dollar, with fissuring on the palms, and smaller lesions over the knuckles. Scaly 
patches are also present on the dorsal surfaces of some of the toes. Histologic 
examination (Dr. David L. Statenstein) showed psoriasis. 
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DISCUSSION 


tx. Davin Broom: The fact that this patient, who has indisputable psoriasis 
of the palms and toes, presents lesions in the webs of the toes which suggest 
dermatophytosis but are psoriatic is of interest to me. One also sees this sort 
of involvement in a number of cases of pustular psoriasis of the soles. This case 
also confirms the observation that when psoriasis develops in the later years of 
lite there are atypical features, 

Dr. GeorGE M. MacKee: Involvement of the interdigital areas of the feet 
occurs in diseases other than dermatophytosis. I have seen it in both psoriasis 
and neurodermatitis. This causes considerable confusion at times. Another 
feature is that the eruption is limited to the feet, That is an argument often used 
against pustular psoriasis, One sees psoriasis of the nails alone, or of the scalp, 
the palms or any place. The argument is foolish, 

Dr. WitttAMmM ABRAMOWITZ: I agree with everything Dr. MacKee said 
about psoriasis sometimes being localized. I have seen eruptions of the hyper- 
keratotic type, especially on the knuckles and palms, which offered some difficulties 
in diagnosis until typical psoriasis appeared on the elbows cr other areas of the 
body. This particular type of eruption is liable to develop in patients who do 
a considerable amount of manual labor. They may have had occasional lesions 
of psoriasis on the scalp or body, but they are not the type who would notice 
them or do anything about them. The Koebner phenomenon may be of help in 
diagnosis of the localized types of psoriasis. 


Atrophic Lichen Planus. Presented by Dr. Isapore Rosen. 


A. R., a woman aged 50, came to the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital with an eruption on the 
scalp and the right foot and knee of four years’ duration. 

Along the margins of the scalp anteriorly and posteriorly are several areas 
the size of a large coin which show complete loss of hair. These are violaceous 
and are covered with papules and atrophic spots. On the right knee and the dorsal 
surface of the right foot are typical erythematopapular lesions. Some of the 
papules show definite involution. There are no lesions of lichen spinulosus or of 
folliculitis decalvans, 

Histologic examination (Dr. David L. Satenstein) of a lesion from the leg 
and one from the scalp showed lichen planus. The Wassermann and the Kahn 
reaction of the blood were negative. 


DISCUSSION 


Dr. Georce M. MacKee: There can be no doubt about the lichen planus on the 
body. I have never seen lichen planus of the scalp—at least I have never recog- 
nized it. While the eruption on the scalp in this case looks like lupus erythema- 
tosus, it has been present a long time and yet there is no atrophy or alopecia. 
There have been annular lesions, and the histologic picture was compatible with 
lichen planus. Therefore, it seems inadvisable to make two diagnoses. Most 
likely the eruption on the scalp is the same as that on the body, namely, lichen 
planus. 

Dr. Paut E,. Becuet: I do not agree with Dr. MacKee. It is not always 
safe to make two diagnoses, but to my mind the lesions on the scalp are clinically 
lupus erythematosus. The patient even has atrophic scars inside of the ears, 
a site commonly involved in lupus erythematosus of the scalp. The patient has 
two distinct atrophic scars outside the ear. They are also strongly suggestive 
of lupus erythematosus. In my opinion the patient has two conditions, lupus 
erythematosus and lichen planus. 

Dr. Witsert Sacus: I think this condition is Graham Little’s disease. The 
biopsy specimen from the scalp and from the leg showed the same picture, 
including loss of elastic tissue. There was no clumping. In Graham Little’s 
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disease, together with the lesions on the scalp, there may be spinous, atrophic 
or annular lesions or the usual lesions of lichen planus on the body. 

Dr. J. FRANK Fraser: I have seen lichen planus of the scalp. The histologic 
picture is identical with that of cutaneous lesions in other locations, 

Dr. Isapore Rosen: I can readily understand how the diagnosis of lupus 
erythematosus is the first to suggest itself in such a case. The members al! 
thought of that diagnosis until closer examination revealed annular atrophic 
lesions of lichen planus, especially on the nape of the neck, 


Tinea Capitis in a White Woman. Presented by Dr. Pau E. Becuer, 


R. R., a white woman aged 30, came to the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital on Jan. 26, 1939. She had a 
patch of eruption on her scalp which had been present for approximately a month. 
In the left parietal region a circular patch about 3.5 cm. in diameter can be 
observed. It is sharply defined and covered with scales and broken hairs. With 
filtered ultraviolet radiation several fluorescent areas were easily demonstrated. 
Microsporon lanosum was observed on scrapings from the lesion and on cultures. 


DISCUSSION 

Dr. Grorce M. Lewis: The reaction to trichophytin was strongly positive, 
Patients presenting this finding almost invariably respond well to treatment. 
Her child had tinea circinata—the possible source of the infection. 


Tinea Capitis After Puberty. Presented by Dr. Georce M. Lewis. 


S. S., a Negress aged 14, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital because of profuse scaling over the 
scalp of from six to eight weeks’ duration. 

There was little obvious alopecia unless the hair was parted and the scalp 
carefully examined. Many infected hairs were noted under exposure to filtered 
ultraviolet rays. Cultural examination showed Microsporon audouini. There 
was a negative reaction to trichophytin after twenty minutes, after forty-eight 
hours and after one week. The regularity of the menses was established one 
year ago. 

DISCUSSION 

Dr. Georce M. Lewis: There is little available discussion in the literature 
regarding the reason for spontaneous cure of tinea capitis at puberty. Is cure 
the result of endocrinologic or immunologic phenomena? In this generation, 
children are almost invariably cured before puberty. It has occurred to me that 
some of the older dematologists might discuss this problem. 

Dr. George M. MacKee: The mechanism of spontaneous cure at puberty 
does not appear to be well understood. Whether a true local immunity develops 
at puberty or whether local resistance is increased because of morphologic changes 
in the hair, I do not know. Dr, Lewis is constantly working along immunologic 
lines, and he may in time have the answer. 

While immunity usually develops at puberty, it does not always do so. At 
times untreated ringworm of the scalp does not disappear until the age of 15 or 
more, Rarely tinea capitis occurs in a white adult and, as in this instance, in an 
adolescent Negro. 

The patient should, of course, receive adequate treatment, because she is a 
menace to her associates. 


Blue Nevus of the Scalp. Presented by Dr. Maurice CostTetto. 

S. P., a woman aged 39, presents an oval bean-sized elevated hairy light blue 
lesion measuring 1.25 by 0.75 cm. on the right side of the vertex of the scalp. 
It has been present for years. It was first called to the patient’s attention about 
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hic clve years ago. I have seen it at frequent intervals since 1931. It has not 
vinged in appearance during this time. The patient complains of pain in the 
gic | sion and right-sided headache. 
DISCUSSION 
us Dr. Georce C. ANDREWS: It is hard to tell by clinical examination what the 
all \istologic picture will be—whether the lesion is a mesodermal blue nevus or an 
hic ectodermal nevus which looks blue. The prognosis will depend a great deal on 
what the microscopic analysis shows. I have a feeling that the lesion is probably 
, mesodermal blue nevus. Proper treatment would be excision and microscopic 
examination, 
ae Dr. MAURICE CosTELLO: For several years the patient's mental attitude in 3 
" regard to this condition has been abnormal. The pain and headache of which 4 
th sie complains I am sure are not real. Treatment was considered inadvisable, x 
me since the lesion has not been traumatized and has not shown any change. It is ’ 
th thought that when this lesion undergoes malignant change it becomes a melano- ’ 
d sarcoma. It probably bears the same relation as the mongolian spot and the : 
4 common pigmented mole to ordinary pigmentation. 
Dermatophytosis Due to Epidermophyton Inguinale. Presented by Dr. 
Grorce M. Lewis. 
it, E. G., an elevator operator aged 32, is presented from the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital. He states i 
that he has had a rash on his hands and feet during the past six years. Improve- - 
ment usually followed the use of topical treatment but relapse was prompt when 
treatment was stopped. 
ik The palms and soles show a diffuse dull red color, with fairly sharp margins 7 
e on the sides. Superficial scaly lesions are also present. There are some vesicles ; 
) on the sides of the fingers. He has been observed on eight occasions since - 
? August 1938, and there has not been much change in the appearance of the rash. 
¥ There are no lesions in the crural region. Culture of specimens from the hands ie 
i and feet showed Epidermophyton inguinale, There were an immediate wheal 4 
at response with pseudopods to trichophytin, but negative responses after forty-eight " 
“ hours and after one week. The clinical picture resembled that usually associated . 
with an infection due to Trichophyton purpureum. : 
e A Case for Diagnosis (Syphilis? Tuberculosis? Carcinoma?). Presented 
bd by Dr. Paut E. Becner. 
‘ R. S., a man aged 47, registered at the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on the day of presentation. On the 
tip of the tongue there is a well defined eroded ulcer about 1 cm. in diameter, 
y which the patient states has been present about two months. The ulcer has a 
, sharply defined raised border. On palpation it appears indurated, and its floor 
, is covered with a whitish yellow exudate. The palate on the left side is red and 
swollen. Adenopathy is absent. The surface of the body is free of eruption. 
The patient complains of a chronic cough and “night sweats.” Dark field exam- 
ination showed no spirochetes. 


DISCUSSION 


Dr. George M. MacKee: The duration is rather short for tuberculosis. Also, 
tuberculosis of the tongue practically always is a sign of advanced pulmonary 
tuberculosis, and this patient appears to be in excellent health. Tuberculous ulcers 
at the tip of the tongue are usually painful. This lesion is not painful, Never- 
theless, tuberculosis of the tongue should be considered. If it were a chancre, 
there should be an enlarged lymphatic gland and positive results on dark field 
examination. The evolution appears to have been too rapid for epithelioma. ' 


Dr. Mruran B, PARounaGiaANn: I do not consider this lesion a chancre, on 
account of the absence of swelling of the submental glands and of secondary 
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lesions. The clinical appearance does not justify that diagnosis. The lesion js 
indolent, has undermined edges and looks more like a gumma than a chancre. 
As to the diagnosis of tuberculosis, the patient looks too healthy; the lesion is not 
painful, and he did not manifest any pulmonary lesions. When the report on 
the Wassermann test is received it may help the diagnosis. 


Neurogenic Sarcoma of the Skin. Presented by Dr. J. Franx Fraser, 


V. M., a white man aged 40, of Italian parentage, presented himself at the 
Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital because of a walnut-sized nodule on the right cheek, near the margin 
of the upper lip. The lesion first appeared four years ago, at which time it was 
removed surgically and the site treated with roentgen rays (the dosage is 
unknown). The growth promptly recurred and was again removed, but reap- 
peared on the margin of the original site a year after the second operation. 

Laboratory tests in this case showed no abnormality, and the microscopic 
sections showed neurogenic fibrosarcoma. 


CHICAGO DERMATOLOGICAL SOCIETY 
E. A. Oxtver, M.D., President 
March 15, 1939 


Hersert Rattner, M.D., Secretary 


A Case for Diagnosis. Presented by Dr. CLarK W. FINNERUD. 


Mrs. R. B. R., aged 40, was first seen on Feb. 4, 1939, because of a crusted 
slightly verrucous nodule of the front of the right cheek of four weeks’ dura- 
tion. The lesion was not sensitive. She had noticed within the past week a 
tender enlarged swelling in front of the right ear and one in the vicinity of 
the right angle of the jaw. 

The nodule of the cheek was about the size of a finger nail, and when its 
crust was removed an ulcer with a slightly papillomatous base and sides and 
covered with thick grayish green pus was disclosed. The enlargement in the 
vicinity of the right parotid gland was about the size of an almond, non- 
fluctuant and slightly redder than the surrounding skin. In the right submaxillary 
region what apparently was an enlarged lymph gland was of approximately the 
same appearance. 

The Wassermann and the Kahn test gave negative results as did the dark 
field examination for Spirochaeta pallida. Many aerobic and anaerobic cultures 
on mediums for the cultivation both of fungi and of bacteria were sterile except 
for the presence of Staphylococcus albus. No actinomyces were present in the 
pus either from the lesion on the cheek or from the nodule in the vicinity 
of the right parotid gland, the latter having in the course of a couple of weeks 
become fluctuant and broken through spontaneously. The Frei test gave a neg- 
ative result as did the tuberculin test and the agglutination test for tularemia. 
The patient showed a slight rise in temperature (less than 1 degree) in the after- 
noon and evening; the temperature was subnormal in the morning. 

Histologic examination of the original lesion of the cheek showed nonspecific 
granuloma consisting in its cellular infiltration chiefly of lymphocytes, but with 
a few epithelioid cells and plasma cells interspersed. Stains of tissue for tubercle 
bacilli gave negative results. 

General examination of the patient showed nothing relevant, the leukocyte 
count ranging from 7,600 to 11,000, with a normal differential count. 


4 
‘ 
4 
ee 
i 
3 


SOCIETY TRANSACTIONS 625 


\t the time of presentation the original lesion was healed, leaving only a slight 
; viched-out scar at the site of the biopsy wound; the glandular enlargement in 
j ont of the ear and at the angle of the jaw was lessening, probably owing par- 
tally to four treatments of these areas with well filtered roentgen rays. 

Nore:—Chancroid antigen (Lederle) elicited a negative reaction. Further 
sarch for actinomyces in the pus was unavailing. 


DISCUSSION 


Dr. CLarK W. Finnerup: In presenting the history I did not mention cer- 
tain things which I discussed with the patient. About a month before I saw her, 
her husband consulted me because of an indurated ulcer about the size of a 
matchhead with an area of induration and swelling, almost cartilaginous and 2 
or 3 mm. in diameter, on the frenum. The left inguinal glands were enlarged 
to the size of a pea and hard. The lesion was of about three weeks’ duration. 
[ did several dark field examinations, all of which gave negative results. I 
did not puncture a gland but repeated the Wassermann tests for several weeks; 
the reactions were all negative. The penile lesion finally healed under treat- 
ment with potassium permanganate soaks and applications of ammoniated mercury 
ointment, and the adenopathy disappeared. At the time his lesion healed this 
patient came for treatment of a lesion on her cheek, which appeared about the time 
her husband’s ulcer disappeared. At that time she said the lesion was of three 
or four weeks’ duration. Her husband was doing experimental work on ani- 
mals and other work on encephalitis and virus diseases of uncertain causation 
when his eruption appeared. Because of his history I thought there might be 
in both instances some unknown virus condition or some other unusual disease. 


Dr. M. H. Epert: On palpation the lesion felt hard and suggested the 
possibility of actinomycosis. It is well known that the organisms in some instances 
of this disease are difficult to demonstrate. The second possibility was some 
type of cutaneous tuberculosis. The history of exposure to virus infection is 
confusing. I know of no virus that would produce lesions of this type. 


Dr. Upo J. Wire, Ann Arbor, Mich.: I have the same idea as Dr. Ebert. 
The lesion has the appearance of actinomycosis. I have had 2 or 3 cases in 
which it was extremely difficult to demonstrate the ray fungus even when it 
was known to be present. I think this lesion is an infectious granuloma of some 
unusual type. I do not think it is tuberculosis. Did it ever discharge to the 
outside ? 

Dr. CLARK W. Finnerup: There was considerable grayish green pus under 
the crust of the original lesion on the cheek. This same kind of pus came from 
the lesion which broke spontaneously in front of the parotid gland. 


Dr. Hamitton MontcomMery, Rochester, Minn.: The histologic picture 
was that of nonspecific granuloma. There were no abscesses to suggest actino- 
mycosis. The tuberclin test should be positive by now if this case is one of 
inoculation tuberculosis. 


Dr. E. P. Zerster: My impression is much like that of Dr. Ebert, except 
I think the probable diagnosis is sporotrichosis. The adjacent lesion seems to 
be in the line of lymphatic drainage. I think Dr. Oliver will recall a case of 
sporotrichosis of the neck of a physician’s wife. 


Dr. CrarK W. FInnerup: The two lesions on the side of the face are 
rapidly disappearing, and at this rate there will be no appreciable relics in a few 
more weeks, I have been much perplexed. The cultures were carefully made. 
Sporotrichosis was considered, of course. I had my cultures controlled by a 
laboratory that does a great deal of this kind of work, both aerobic and 
anaerobic cultures on mediums for the cultivation both of fungi and of bacteria 
having been made. There was no evidence in the pus from the original lesion 
or the glandular area of the presence of Actinomyces, Sporotrichum or any other 
yeast or higher fungus. There is one thing which I did not mention but which 
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probably is of no significance: In stained smears of material from the parotid 
lesion there were several groups of yeastlike bodies that looked much like the 
pityrosporum of Malassez. These were considered contaminators, although | 
have never found them in pus previously. 

Dr. M. H. Expert: Has there been any trouble with the teeth on that side? 


Dr. CLarK W. FINNERUD: No. 


Naevoepithelioma Adenoides Cylindromatosum of the Scalp. Presented 
by Dr. S. J. ZAKon (by invitation). 

M. L., a Jew aged 68, first noticed growths on his scalp twenty-five years 
ago. They have grown gradually and multiplied without subjective symptoms, 
No one in his immediate family has a similar disorder. 

Over the entire scalp but especially over the frontal region just above the 
hair line are numerous rounded masses of various sizes. Some of these are 
lobulated, while a few show superficial erosions. These tumors vary in size 
from 1.5 cm. to that of a small tomato, 5 or 6 cm. Most of them are protruding, 
lobulated and freely movable. 

On the forehead, chest and back are numerous discrete nodules, some of 
which are of the normal color of the skin. The large tumors of the scalp 
are covered with a thin translucent skin over which course numerous telangiectatic 
vessels. One tumor was removed for histologic study. A roentgenogram of the 
sella turcica showed no abnormality. About fifteen years ago seventy tumors 
were removed from his scalp surgically, but many have recurred. 


DISCUSSION 


Dr. A. W. Sticiians: This case is exceptional in that the patient is a man, 
and there is no familial history. Most of these lesions affect women and occur 
in several members of the family. 

Dr. Marcus R. Caro: It seems to me that some of the lesions on the back 
are not of the same nature as those on the scalp. The lesion over the right 
shoulder impresses me as neurofibroma. 


Juvenile Xanthomatosis. Presented by Dr. E. P. Zerscer. 


An obese child, aged 9 years, has had an eruption of chamois yellow tumors 
the size of a pea for nine months. The lesions are most numerous on the trunk, 
neck and scalp. A few are present on the eyelids and between the fingers and 
toes. There is a family history of diabetes. Examination of the urine for sugar 
has given repeatedly negative results. Biopsy showed the typical histologic fea- 
tures of xanthoma. The blood count in January of this year showed 3,800,000 red 
cells and 8,600 white cells, with 59 per cent polymorphonuclear leukocytes, 4 per 
cent eosinophils, 33 per cent lymphocytes and 4 per cent monocytes. The basal 
metabolic rate was —9 per cent. The values for blood sugar in the dextrose 
tolerance test were 75 mg. per hundred cubic centimeters during fasting, 98 mg. 
in one-half hour, 99 mg. in one hour and 82 mg. in three hours, The total lipoids 
were 650 mg., the total cholesterol 303 mg., the free cholesterol 88 mg. and the 
cholesterol esters 215 mg. per hundred cubic centimeters. In spite of a rigid diet, 
low in animal fat, the tumors have gradually increased in size and number. 


DISCUSSION 


Dr. Upo J. Wirz, Ann Arbor, Mich.: These exanthema-like xanthomas in 
children have, I believe, a more serious outlook than the ordinary xanthoma tuber- 
osum of adults. The latter are an annoyance often because of their location and 
appearance. In young children, with the sudden outpouring of fatty substances 
in the blood, the tumors are apt to be deposited in vital structures as well as in 
the skin and may occasionally threaten life. I have had 1 case in which death 
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‘on xanthomatous endocarditis was established definitely by the postmortem 
_.mination, It seems to me there is an occasional misconception as to the thera- 
jcvtic efficacy of diet. It is fairly well established that the ingested fats have 
iitle or no effect on the appearance or disappearance of these lesions. Their dis- 
appearance under dietary restriction occurs from existence on a regimen below 
the level for maintenance. In such a diet, on which the patient loses weight, it 
is even possible to have a relatively large number of the calories derived from fat, 
and even under these conditions the local xanthomatous lesions are withdrawn from 
the skin for the time being and consumed. A fat-free diet, therefore, is of little 
or no value in accomplishing eradication of the xanthomatous lesions unless the 
diet is below the level for maintenance. 

In this case Dr, Zeisler stated that there was a great increase in the total 
cholesterol content of the blood. However, the total lipids of the blood were also 
increased, and there have been cases in which the cholesterol content of the 
blood has been shown not to be in excess. 

Dr. James H. Mitcnett: The members who did not see the patient presented 
two years ago by Dr, O. S. Ormsby (Arcu. Dermat. & Sypu. 36:207 [July] 1937) 
may find the photograph of the child in the last edition of his book (A Practical 
Treatise on Diseases of the Skin for the Use of Students and Practitioners, ed. 5, 
Philadelphia, Lea & Febiger, 1937, p. 681). The lesions in his case were larger 
and more extensively distributed over the body. 

| should like to ask Dr. Webster if the Negro child he and I saw in the 
clinic recently has been followed up. 

Dr. J. R. Wester (by invitation): That child is considerably younger than 
the one presented, and the condition has not changed during observation. 

Dr. M. E. OperMAyerR: In conjunction with what Dr. Wile said, I thought 
it might be of interest to mention the therapeutic attempts I have been making 
with lipocaic, a defatted alcoholic extract of pancreas elaborated by Dr. L. R. 
Dragstedt, of the department of surgery. Since this substance seems to contain 
a fat-regulating hormone, it might be of value in conditions in which the fat 
metabolism is disturbed. I have been using it for xanthomatosis and for psoriasis. 
While it is too early to make any definite statement concerning the therapeutic 
effect of the substance on the aforementioned disorders, its influence in decreasing 
abnormally high lipid values of the blood is beyond doubt, and the therapeutic 
attempts look promising. 

Dr. Hamitton Montcomery, Rochester, Minn.: The distribution of the 
lesions in this case is that of disseminate xanthomatosis, in which, as a rule, the 
blood lipids are not elevated, In children, however, the types do not always run 
true to form. I think this child should be investigated further from the stand- 
point of pituitary disturbances and of diabetes insipidus, both of which are asso- 
ciated with disseminate xanthomatosis in adults. Lesions of the palms usually 
occur in patients with involvement of the liver or with diabetes, An asymp- 
tomatic involvement of the liver would account for elevation of the blood lipids. 
I agree with Dr. Wile that the prognosis of this type of juvenile xanthoma is 
frequently serious. At the Mayo Clinic I have observed several cases in which 
involution of xanthoma tuberosum occurred when a diet low in animal fat but 
not a reduction diet was instituted. The use of lipocaic might be tried in this 
case, but results are not constantly good, perhaps depending on the varying 
potency of different batches of the preparation. 


Acute Disseminated Lupus Erythematosus. Presented by Dr. THeopore 
and Dr. Herpert RATTNER, 


L. S., a Syrian girl aged 15, is presented from the Cook County Hospital. 
She was taken ill on Feb. 22, 1939, with coryza and was immediately put to bed. 
One week later lesions appeared on her nose and lips, along with high fever, 
profuse sweating and prostration. The cutaneous eruption progressed in extent, 
and the systemic symptoms have persisted. Since her admission to the hospital 
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one week ago, her temperature has ranged from 103 to 104 F. and her course has 
been steadily downward. The past history is essentially irrelevant. 

At present there is a pinkish scaly eruption on the nose and adjacent portions 
of the cheeks in a butterfly arrangement. The lips are the seat of erosions and 
patches covered by silvery scales. There are erosions in the mouth on the 
hard palate and streaked patches on the buccal surfaces. On the palms, soles, 
forearms and chest are lesions consisting of red macules, papules and smalj 
irregular patches, some of which are hemorrhagic. Examination of the chest 
shows impaired resonance and a few rales. A loud systolic murmur is heard 
at the base and the apex of the heart. The spleen is not palpable. There js 
no adenopathy. The patient seems profoundly toxic. 

On March 9 laboratory reports showed normal urine, a blood count of 4,400,000 
red cells, 7,750 white cells and 65 per cent hemoglobin and a differential count of 
80 per cent polymorphonuclears, 1 per cent eosinophils, 14 per cent lymphocytes 
and 4 per cent monocytes. Chemical analysis of the blood showed 34 mg. of 
nonprotein nitrogen and 68 mg. of sugar per hundred cubic centimeters. The 
Kahn and the Wassermann reaction were negative. An _ electrocardiogram 
showed myocardial damage. A roentgenogram of the chest was essentially normal, 
Blood culture was later reported as sterile. On March 13 there were 3,690,000 
red blood cells, 65 per cent hemoglobin and 8,200 white blood cells, with a dif- 
ferential count of 80 per cent polymorphonuclears, 11 per cent lymphocytes and 
7 per cent monocytes. 


Lupus Erythematosus. Presented by Dr. F. E. Senear. 


Mrs. H. K., a housewife aged 48, entered the hospital on Dec. 28, 1938, 
because of an itching eruption over the trunk, face and extremities of nine 
months’ duration. She stated that the eruption began with a red spot on the fore- 
head, followed shortly by similar patches on the extremities and trunk. These 
grew to their present sizes, from that of a dime to that of a silver dollar. She 
complained of tiring easily and feeling sick. Examination reveals a blond obviously 
sick woman, fairly well developed, with erythematopapular lesions covered by 
dry crusted scales and distributed over the nose, cheeks, chin and neck, trunk 
and extremities. The lesions are sharply marginated and 1 to 10 cm. in diameter, 
with telangiectatic vessels on the surface. When she was in the hospital, her 
temperature varied from 98.8 to 101.4 F. Her blood count on admission showed 
4,900 white cells, with 25 per cent lymphocytes, 5 per cent monocytes, 65 per 
cent neutrophils and 3 per sent eosinophils, and 3,900,000 red cells. Physical 
examination gave essentially negative results. Roentgenograms of the chest, 
electrocardiograms and complete chemical studies of the blood and serologic 
tests showed no abnormality. There has been gradual improvement, until now 
the lesions on the face and some on the trunk and extremities have undergone 
involution and have left fine atrophic barely visible scars. Her general state 
has also improved; the white blood cell count is now up to 7,000. A high caloric 
diet rich in vitamins, 1 grain (0.06 Gm.) of iodoform, three times a day and an 
ointment of 3 per cent salicylic acid have been used. 


DISCUSSION OF CASES OF LUPUS ERYTHEMATOSUS 


Dr. James H. Mitcuett: The picture in Drs. Cornbleet and Rattner’s case 
shows a marked similarity to that in a case I observed a number of years ago 
and which was in the group reported by Drs. W. H. Mook, R. S. Weiss and L. K. 
Bromberg (Lupus Erythematosus Disseminatus, Arcu. Dermat. & Sypu. 24:786 
[Nov.] 1931). This patient apparently has a better prospect than the patient | 


‘saw, who died a few weeks after I originally saw her. The lesions on the lip here 


are strikingly similar to those in my case. 

Dr. Crark W. Finnerup: The lesions on the lip to which Dr. Mitchell 
referred showed well in Dr. Senear’s case. One portion of the lesion on 
the left buccal mucous membrane closely simulated lichen planus. I did not 
hear the history of Dr. Senear’s case, but the picture reminded me grossly 


ra 
i 


SOCIETY TRANSACTIONS 629 


of an extensive chronic discoid lesion I saw a few years ago, which eventually 
extirely cleared under gold therapy, in spite of its wide dissemination. From 
what I have just heard about Dr. Senear’s case, I am sure one would not be 
justified in employing injections of a gold salt. 

Dr. Davip LreperTHAL: I should say that the first case is one of that type 
of lupus erythematosus which Brocq called erythéme centrifuge symmetrique, 
and Unna, ulerythema centrifugum. In the course of time I have observed 
several cases of acute lupus erythematosus; in none was the course protracted, 
and all terminated fatally. 

Dr. Hamitton Montcomery, Rochester, Minn.: The second case could be 
regarded as one of the generalized discoid type. All transitional forms between 
chronic localized discoid, generalized discoid and subacute and acute disseminate 
lupus erythematosus are seen. Definite constitutional symptoms are present 
in the generalized discoid type. Purpuric manifestations, leukopenia, anemia, 
attacks of fever and evidence of disease of the heart, kidneys and liver become 
more frequent and more prominent, the more acute the disease is. Cardiac mur- 
murs in acute disseminate lupus erythematosus are common. Libman-Sacks 
syndrome has to do with a verrucous nonbacterial endocarditis in association 
with leukopenia and renal changes and in many cases presents a definite clinical 
picture of acute lupus erythematosus. In 3 of 15 cases studied post mortem at 
the Mayo Clinic there was bacterial endocarditis, and streptococci were demon- 
strated in the valves. The determination of porphyrin is of little value in 
disseminate lupus erythematosus, as porphyrins may be present with almost any 
condition associated with fever. Contrary to the findings of J. B. Ludy and 
E. F. Corson (Arcw. Dermat, & Sypu. 37:403 [March] 1938), my associate 
and I have been unable to demonstrate the presence of porphyrin in the absence 
of fever in any case of lupus erythematosus. In approximately 20 per cent of 
cases of disseminate lupus erythematosus there is a history of sensitivity to 
light or of an exacerbation or further dissemination following exposure to light. 
Nevertheless, persons with disseminate lupus erythematosus should be protected 
even from sunlight coming through window panes. In regard to prognosis, there 
is no difference whether the disease starts as the discoid or the acute disseminate 
type. Once acute dissemination has occurred, death as a rule follows within a 
year. Of the 44 patients with the subacute disseminate type studied at the clinic, 
47 per cent are dead. Of 30 with the acute disseminate type, only 2 are still alive. 
In both instances the disease was of less than a year’s duration. 

The first case presented is interesting because the lesions are of only a 
month’s duration and yet show typical diagnostic features, including keratotic 
plugs. Biopsy of material from a lesion of more than a few weeks’ duration is 
almost always diagnostic and helps establish a doubtful diagnosis. Occasionally a 
patient will have transient attacks of erythema lasting a few weeks every summer 
before finally presenting typical features of disseminate lupus erythematosus. 
Many cases of transient erythema, including erythema multiforme-like eruptions, 
have been erroneously reported in the literature as instances of disseminate lupus 
erythematosus. 

Dr. E. A. Otrver: I recently saw a patient in consultation with a surgeon 
who wanted to perform a sympathectomy for chronic lupus erythematosus of 
the face and disseminated lesions on the chest and arms. The eruption on the 
face was quiescent, and the only evidence on the chest and arms was a number of 
scars of old lesions. Two years ago operative intervention had been refused 
at the Mayo Clinic. The surgeon was anxious to know whether the sympa- 
thectomy which he proposed would cause an exacerbation of the existing lupus 
erythematosus. I told him that I felt that any operative procedure might result in 
a generalized flare-up with serious results. 

Dr. Hamitton Montcomery, Rochester, Minn.: The patient to whom Dr. 
Oliver referred was regarded as a bad risk for sympathectomy because of severe 
changes in the arteries. 
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(Nore: Since the meeting Dr. Montgomery has reported receiving information 
that the patient had an exploratory operation with left lumbar sympathectomy 
and decapsulation of the left kidney. A toxic psychosis developed shortly ajter 
the operation, with a high temperature but only a slight increase in the white 
blood cell count. The patient died of terminal pulmonary edema. There was 
no exacerbation of the cutaneous lesions. A biopsy specimen of the kidney taken 
at operation revealed obstructive changes in the capillaries and small arteries such 
as have recently been described in the kidneys in lupus erythematosus.) 

The removal of the foci of infection should be undertaken only in cases of 
disseminate lupus erythematosus when the cutaneous and systemic symptoms are 
in a stage of regressicn or remission and then should be done cautiously, Twelve 
years ago I saw a patient with chronic discoid lupus erythematosus which cleared 
up in a month under treatment with quinine. The patient returned eleven years 
later, presenting subacute disseminate lupus erythematosus which followed exposure 
to the sun. She was sent home and advised to have infected tonsils removed 
when the lesions had subsided. This was done, but apparently too soon, as the 
patient had an acute flare of generalized purpuric eruption with marked stomatitis 
and died at the clinic eight weeks later. 

Dr. M. H. Expert: To bear out one of the things Dr. Montgomery has said, 
I saw Dr. Senear’s patient a few months ago when she was at the hospital. 
She has lost considerable weight since then. She looks below par and rather ill, 
in spite of the fact that she has not had fever. The point is that the subacute 
type is serious as well as the acute type shown in the first case. 

Dr. THEoporE CorNBLEET: It is possible that the cardiac valves harbor infec- 
tion without organisms being found on blood culture. That manifestation has 
been seen repeatedly. At the same time the patients all have the appearance of 
having some kind of infection which later shows as a frank tuberculosis or a 
streptococcic infection of serious type. It seems strange that the cardiac valves 
which show so many morphologic changes do not ‘show more evidence of actual 
infection, though, as Dr. Montgomery says, in a few cases of his series such 
infection was found disseminated. Possibly when the infection is not demon- 
strated the toxin itself is sufficient to bring about changes in the cardiac valves. 
This would be comparable to the damage by toxins from a distant infection, like 
that in diphtheria. 

Dr. F. E. Senear: In reply to Dr. Finnerud’s comment concerning the 
nomenclature, I realize that the term disseminated subacute lupus erythematosus 
might lead to some confusion here. This condition is obviously a disseminated 
type in which the lesions are of the chronic rather than the erythematous type 
usually seen disseminated. However, at the outset the lesions were much more 
acute in appearance and were accompanied with mild constitutional symptoms 
such as may be met in the subacute disseminated type. As Dr. Ebert noted, this 
woman has lost a great deal of weight. When I first saw her she looked well, 
but within a week she presented a toxic appearance; she unquestionably has an 
underlying illness which is more serious than that usually seen in patients with 
lesions of the more chronic variety. 

Dr. Hamitton Montcomery, Rochester, Minn.: In a group of 126 patients 
with chrenic discoid lupus erythematosus, 3 gave a false positive serologic reaction 
to one or more of four tests—say a 1 plus Kline, a 2 plus Kahn, a negative 
Hinton and a negative Kolmer reaction. In the group with disseminate lupus 
erythematosus, some of whom had only Kline and Kahn tests, 6 per cent with 
generalized disseminate, 12 per cent with the subacute disseminate and 17 per 
cent with the acute disseminate type gave serologic reactions of various degrees 
of positivity. Two with the acute disseminate type had repeated 3 plus to 4 plus 
reactions to four tests and yet gave no history or evidence of syphilis. One of 
these patients had a negative serologic reaction when the disease was in the 
chronic discoid stage. I should like to know the experience of other physicians 
in regard to false positive reactions, especially with acute disseminate lupus 
erythematosus. 
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. James H, MitcHett: Some years ago I saw a woman who was carefully 
od before she was presented here. She was originally seen at the Albert 
\.. ll Billings Hospital clinic and after presentation by me Dr. Becker pre- 
seve | her as cured after removal of the gallbladder. I had a letter from her 
just before she died in which she told me she was having a recurrence. While 
under my care she went with a fellow teacher to a private clinic to have her 
elasses adjusted, The physician suggested to her that she have a blood test. 
She came back to me distraught because they had given her a report of a positive 
reaction, She had been so thoroughly studied before that I told her she need not 
sive it any thought. I should be interested to hear what the subsequent devel- 
opments were, 

Dr. F. E. Sengar: I have had no cases of lupus erythematosus with a positive 
reaction, 


A Case for Diagnosis (Lymphoblastoma of the Mycosis Fungoides Type). 
Presented by Dr. JAmMes H. Mircuert and Dr. J. R. Wesster (by 
invitation). 

J. M., a white man aged 34, has had the present eruption for four years. 
There is occasional slight itching. The lesions have multiplied slowly and enlarged 
somewhat since the onset, but the course has been slow and steady without 
sudden exacerbations, and as far as can be determined, no lesions, once estab- 
lished, have faded or disappeared. 

The numerous lesions, varying in size from that of a coin to approximately 
half that of an adult palm, are sharply defined slightly indurated plaques of a 
deep brownish red, with some thin, rather adherent scaling of the surface. They 
are most numerous on the lower extremities and lower portion of the trunk, 
although they are present elsewhere on the trunk and upper extremities. 

The patient has been well otherwise and states that he has taken no medicine 
except “Indian herb leaf tea” as a cathartic. He specifically denies having taken 
anything suggestive of phenolphthalein, and foods or beverages with artificial 
pink color have not been taken. The patient was given a large dose of phenol- 
phthalein, which did not modify the clinical picture. 

The Kahn reaction was negative. A roentgenogram of the chest showed 
nothing of significance. Examination of the blood showed 4,600,000 red cells and 
10,000 white cells, with a differential count of 60 per cent neutrophils, 2 per cent 
eosinophils, 2 per cent basophils, 32 per cent lymphocytes and 4 per cent transi- 
tional forms. 

Histologic examinations of two lesions of different duration showed the same 
process with variations only in degree. There was slight hyperkeratosis, but 
otherwise there was little change of the epithelium other than some narrowing 
of the rete pegs. The papillary and subpapillary levels of the corium contained 
a rather diffuse moderately intense cellular infiltrate, which stopped rather 
abruptly in midcorium except for some strands around vessels and epithelial 
structures in the deeper layers. The infiltrate was composed predominantly of 
cells of the lymphocytic series, but there was some variation in size and staining 
qualities of the nuclei, and occasional multinucleated cells were seen. There were 
some plasma cells and fibroblasts. Around the edges of the infiltrate there was 
a moderate amount of golden brown pigment in groups of small granules, appar- 
ently both extracellular and intracellular, much of which gave a positive reaction 
to prussian blue. 

DISCUSSION 


Dr. E, P. Zetster: The diagnosis of mycosis fungoides seems rather remote 
in this case. The lesions are more like those of Majocchi’s disease. A phenol- 
phthalein eruption might also be considered. 

Dr. CLrarK W, Finnerup: Clinically I think there is a likelihood of para- 
psoriasis of the large plaque type. I have seen it with the degree of infiltration 
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evident in the lesions on this patient's thighs and legs. I did not see the his. 
tologic sections. 

Dr. Hamitton Montcomery, Rochester, Minn.: The histologic picture showed 
all the features of mycosis fungoides, and I think the clinical picture is definitely 
that of mycosis fungoides developing from parapsoriasis. Occasionally mycosis 
fungoides may remain in a mild and noninfiltrative stage for as long as eighteen 
or twenty years. 

Dr. James H. Mitcuett: I saw this patient first in the clinic. No biopsy 
was done. At that time all these diagnoses were discussed: parapsoriasis 
en plaques and phenolphthalein and various drug eruptions, and we had a strong 
leaning toward lymphoblastoma. [I still think that must be kept in mind. 

Dr. J. R. Wesster (by invitation): The lesions are now much lighter than 
they were when we first saw the patient, when there was considerable redness, 
We felt that a fixed drug eruption could be ruled out by our failure to produce 
an exacerbation with phenolphthalein and by the care with which we went into 
the history. 

With regard to parapsoriasis, we thought there was a little more induration 
clinically than in most cases of parapsoriasis en plaques. Histologically we felt 
the diagnosis could be ruled out. There was too little induration in the epidermis 
and too much in the corium, with considerable polymorphism of the infiltrate, 
While clinically parapsoriasis was strongly suggested, we felt, on the aforemen- 
tioned grounds, that this case was one of the type which eventuates in mycosis 
fungoides. 

Dr. Freperick R. Scumipt: I saw this patient with Dr. Webster before he 
was presented, and I told him that the picture reminded me of that in a case | 
observed in Vienna, Germany, one of Dr. Oppenheim’s, in which a similar con- 
dition had been present for six years. The lesions looked exactly like those in 
this case and later turned out to be true mycosis fungoides. 

Dr. Herpert Rattner: Dr. Harry Keil, of New York, has studied a large 
number of cases of parapsoriasis en plaques. In so many cases the lesions event- 
ually developed into mycosis fungoides that Keil suggested that the condition 
might, in fact, be a forerunner of mycosis fungoides (ArcH, Dermat. & Sypu. 37: 
465 [March] 1938). 


A Case for Diagnosis (Vitamin C Deficiency?). Presented by Dr. Hersert 
Rattner and Dr. THEopore CoRNBLEET. 


Mrs. E. H., aged 41, of German descent, presents a generalized eruption of 
two weeks’ duration. The lesions on the face are maculopapular, with small 
adherent scales and crusts. The lips are scaly, the tongue somewhat smooth and 
shiny and the gums bright red but not spongy. The eruption is symmetric and 
on the neck, trunk and extremities consists essentially of reddish patches of folli- 
cular papules. The patches vary in size. The lesions are covered with fine 
silvery scales and in places crusts. On the legs the lesions do not fade on 
pressure. According to the history, the eruption began two weeks ago and 
developed within twenty-four hours. There is some question as to the reliability 
of the history. For the past five or six years the patient’s diet has consisted 
of 1% gallons (5,678 cc.) of beer daily, a sandwich occasionally and no fruit juices 
or vegetables. 

Urinalysis gave negative results; the blood picture was normal; the Kahn 
test was negative ; chemical examination of the blood for ascorbic acid showed none 
on the first examination and 0.05 mg. per hundred cubic centimeters when repeated. 


DISCUSSION 


Dr. Max S. Wien: I am interested in the case from the standpoint of 
hemorrhages. The patient presents psoriasiform scaling lesions which on closer 
examination reveal areas of purpura with a perifollicular configuration. This peri- 


5 
f 
5 
q 
° 
4 


SOCIETY TRANSACTIONS 633 


ular configuration is compatible with the type of clinical picture seen in 
.y. I wonder what her clinical response to vitamin K and bile salts would be. 

rx. Hamitton Montcomery, Rochester, Minn.: There have been cases of 
i. cminate lupus erythematosus reported in which there was a decrease in ascorbic 
aci| and several cases in which thrombopenic purpura was present. I should not, 
however, Classify this case definitely as one of lupus erythematosus. 

Dr. M. J. Reuter, Milwaukee: I thought of the possibility of psoriasis, espe- 
cially after looking at the scalp, but I could not fit the mucosal lesions in with 
that diagnosis. I believe the mucosal involvement together with the purpuric 
lesions of the skin is a separate entity due to the avitaminosis. 

Dre. E. P. Zetster: It occurred to me that the patient might have acute 
arsenical dermatitis. 

Dr. THEoporeE CoRNBLEET: As I understand it, this woman is supposed to 
have no ascorbic acid in her blood, which would be extraordinary. I feel that 
unquestionably there was an error in the determination, While blood can be 
devoid of vitamin C, frank scurvy should be present. This woman does not show 
any changes of real scurvy. To me she seems to have more of a toxic eruption 
with changes on the lips and in the mouth. The purpura is more or less con- 
fined to the lower parts of the legs and feet, too confined for actual scurvy. 

Dr. Herpert Rattner: The patient entered Cook County Hospital two days 
ago, and there has not been time for complete studies. We considered all the 
diagnoses that have been suggested this afternoon, including arsenical eruption. 
On the legs the lesions are definitely hemorrhagic. In the mouth the mucous 
membranes are not entirely normal, although the changes are not those of typical 
scurvy. She has always disliked vegetables and fruit juices, and the aforemen- 
tioned dietary regimen has extended over many years. These facts and the low 
vitamin C value for the blood suggested that deficiency of vitamin C is influencing 
her cutaneous disease if it is not entirely responsible for it. 
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Severe Toxic Bullous Eruption Following the Use of Sulfapyridine. 
Presented by Dr. DAvip V. OMENs (by invitation) and Dr. J. B. Roppins (by 
invitation ). 

This patient, a woman aged 51, was admitted to the Cook County Hospital on 
Feb. 17, 1939, suffering from lobar pneumonia. On February 23 treatment 
with sulfapyridine (2-[paraaminobenzene sulfonamide]-pyridine) for pneumonia 
was begun. On March 5 the medication was stopped because of vomiting. On 
March 6 it was again started, and on March 9 it was stopped because on the 
previous day a generalized erythema had developed. On March 12 bullae developed 
on the legs. At present she has a generalized erythema of the skin. There are 
bullae varying in size from that of a pea to that of a palm with denudation of 
skin in spots; the fluid contents of some of the bullae are clear and of others 
lactescent. 

On February 17 examination of the blood showed 3,650,000 red cells, 70 per 
cent hemoglobin and 26,000 white cells, with 92 per cent polymorphonuclears, 5 
per cent lymphocytes and 2 per cent monocytes. The urine showed a 2 plus reac- 
tion for albumin. The Kahn and Wassermann test were negative. Blood culture 
was negative. On March 10 the white blood cell count was 12,400. Along with 
sulfapyridine treatment she had digalen-Roche (Cloetta) for the heart and 2 
grains (0.13 Gm.) of phenobarbital. 


DISCUSSION 


Dr. FrepertcK Scumupt: I should be interested in getting the determination of 
hematoporphyrin in this case because sunlight may possibly play a role in eliciting 
toxic reactions to sulfanilamide., 

Dr. THEoporE CorNBLEET: It seems to me that she has the worst part of the 
eruption on the covered parts of the body. The idea that Dr. Schmidt expressed 
concerning the role of sunlight in the reactions to sulfanilamide appeals to me, 
but it cannot be substantiated. 
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Dr. Max S. Wien: I think it is important to consider that the patient was 
also taking 2 grains (0.13 Gm.) a day of phenobarbital for two weeks, with the 
sulfapyridine. The eruption is typical of those caused by phenobarbital, 

Dr. Davin V. Omens (by invitation): Looking up the literature, I found 
that sulfapyridine was first used in England where it was called “M. and B. 693” 
or 2-sulfanilylaminopyridin. Rather large doses were administered in the begin- 
ning, the starting dose usually being 3 or 4 Gm. daily, which was cut down to 
1 Gm. and a total of 25 Gm. given. Toxic manifestations, gastrointestinal, cardio- 
vascular and cutaneous, appeared. There were anorexia and vomiting and in some 
cases severe cyanosis. The severe toxemias that have followed the administration 
of the drug include more or less generalized toxic erythema. I have not seen such 
an extensive bullous eruption as this patient presents. I have thought of pheno- 
barbital eruption, but I have not seen such small doses of phenobarbital produce 
such a result. If the eruption is due to sulfapyridine, I am inclined to think more 
reactions like this will be seen, because the drug is a recent addition to the medical 
armamentarium. As it has given such excellent results in the treatment of pnev- 
monia, physicians have been using it for cerebrospinal meningitis and gonorrhea, 

Dr. Minnie O. Pertstern (by invitation): Since Dec. 1, 1938, I have had 
the opportunity to see sulfapyridine used in the treatment of various conditions 
occurring in a pediatric practice. An average of 500 tablets a month have been 
used (1 to 1% grains [0.06 to 0.09 Gm.] per pound of body weight per day). 
The only toxic symptoms that have been observed with any frequency have been 
nausea: and vomiting. No eruptions have been noted. 

With the greater frequency and more generalized use of sulfapyridine more 
and more toxic manifestations will undoubtedly be seen, although there is no doubt 
that the toxicity of sulfapyridine is much lower than that of sulfanilamide. 


Sarcoma of the Thumb. Presented by Dr. A. W. Stiiians and Dr. E, M. 
SMITH Jr. (by invitation). 

This patient, a white man aged 42, presents a lesion in the area of the right 
thumb nail. On July 1, 1938, he struck his thumb nail on some solid body and 
produced a laceration. He continued his work as a plumber, incurring various 
chemical injuries to the wound (with strong pipe-cleaning fluid and cyanide 
preparations). During this time his thumb became better and worse and did not 
heal. During or just after one of the periods of improvement the patient came 
under observation. Since that time, about two weeks ago, the swelling around 
the nail has increased, and increased bleeding has been noted. Examination at 
present shows loss of the nail and a granulomatous swelling proximal to the nail, 
1 by 3 by 0.6 cm. Roentgen examination of the bone was reported to give negative 
results. The Wassermann reaction was negative. Biopsy was done, and the micro- 
scopic diagnosis was sarcoma. The patient received 4 units of roentgen rays 
through three ports just after the biopsy specimen was removed. 


DISCUSSION 


Dr. L. F. Weser: I should like to ask how much significance should be 
attached to the history of injury in cases of this type. With sarcoma and epithe- 
lioma that question appears frequently. As far as I am concerned, I doubt that 
much attention should be paid to it. 

Dr. James H. Mircuett: I was struck by the huge glands in the right axilla, 
and probably it is of little importance what is done in the way of treatment from 
now on. I should think it would be a dull day when a plumber or steamfitter 
does not hit his thumb. It may be just a coincidence that he recalls injuring it. 

Dr. A. W. Stitttans: I feel that the tumor would have been considerably 
larger had it not been for the roentgen treatments. Dr. Smith gave %4 unit some 
two weeks ago, and after removal of the biopsy specimen I gave intense radiation 
as a precaution. 
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St-eptococcic Dermatitis. Presented by Dr. James H. MitcHett. 


\frs. A. B., aged 30, had always enjoyed good health until severe tonsillitis 
_vcloped four years ago. The tonsils were removed during anesthesia induced 
with ether. Two years ago an attack of erysipelas occurred, lasting for five weeks. 
in February 1938 a discharge from the right ear developed, followed soon after 
by discharge from the left ear. Severe inflammation about the ears supervened, 
an the face and neck became involved. The patient spent some time in a hospital, 
where treatment consisted of hot boric acid packs. The inflammation spread to 
the scalp and later to the large folds of the body. The hair of the scalp was 
formerly thick but is now thin. 

The patient is a well nourished young woman. The hair of the scalp is thin 
and short. There is scaling throughout with some crusting. In and about the 
ears there are scaling and bloody crusting. The canals are red and contain serum, 
in smears of which chains of cocci are to be seen in all fields. There is patchy 
scaling on the cheeks and neck, In the left axilla is a bright red intertriginous 
area, in the depth of which are tender fissures. The umbilicus in inflamed and 
tender. The skin of the hands and forearms is dry and lichenified. The opposed 
surfaces of the buttocks have a sharply defined bright red moist area of intertrigo, 
with fissures in the depth of the fold. 


DISCUSSION 


Dr. CLarK W. Finnerup: I believe that in a few years all dermatologists will 
be convinced that, in spite of the fact that there is such a thing as a “seborrheic 
diathesis,” most conditions diagnosed as seborrheic eczema are of bacterial origin, 
the majority due to streptococci and some of them to fungi. The most surprising 
thing to me was the apparent ease of demonstration of the organisms in the lesions 
of the scalp. With rather definite knowledge of the causation, it will be interest- 
ing to see if the condition can be successfully and easily managed. 

Dr. F. E. Senear: I think the condition constitutes a definite clinical picture. 
It has been my experience that always there is a discharge from the ear or from 
the nose or both. I know the members are all familiar with Dr. Mitchell’s writings 
(Mitchell, J. H.: Streptococcic Dermatoses of Ears, J. A. M. A. 108:361-366 
[Jan. 30] 1937) on the role of the streptococcus in this condition, and certainly 
his contribution puts an entirely different light on the subject. J. Darier and his 
associates (Nouyelle pratique dermatologique, Paris, Masson & Cie, 1936) pre- 
sented an extensive discussion of this condition, taking it entirely out of the cate- 
gory of seborrheic eczema, which I think, in the light of present knowledge, is 
justifiable. 

I should like to ask Dr. Mitchell if there is any symptomatic background or 
if he regards the streptococcic flora as responsible for the entire picture. While I 
have seen 1 or 2 patients who looked plump and well fed, as did the patient today, 
most of them are undernourished and appear to be below par generally. 

Dr. M. H. Expert: I should like to ask Dr. Mitchell if he has had any experi- 
ence with sulfanilamide in the treatment of this condition. Two of Dr. Ormsby’s 
patients responded favorably to a course of sulfanilamide therapy, but both had 
serious reactions and the drug had to be discontinued. 

Dr. E. A. Ortver: I should like to ask Dr. Mitchell what treatment he finds 
of most value. I have had better results with methylrosaniline (gentian violet) 
than with anything else. Recently I have been using brilliant green, as sug- 
gested in the British Journal of Dermatology and Syphilis (50:66, 1938). The 
author who suggested its use called it specific for streptococcic dermatitis of the ear. 
I believe that in every case a careful search should be made for foci of infection. 


Dr. HAMILTON MoNntTGOMERY, Rochester, Minn.: Dr. Mitchell has given an 
excellent demonstration of a streptococcic dermatitis that in the past had been 
called “seborrheic eczema of Unna.” Most otologists are concerned with der- 
matitis of the external auditory canal and regard this as a fungous infection, 
whereas recent dermatologic studies, including Dr. Mitchell’s, would indicate the 
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streptococcus to be of etiologic significance. Staphylococci and allergic factors 
also must be considered. 

Dr. James H. Mitcuett: The question brought up by Dr. Senear was dis- 
cussed by R. Sabouraud (Pyodermites et eczémas, Paris, Masson & Cie, 1928), 
I hesitate to bring it up because the subject has been so well set forth. Sabouraud’s 
book is beautifully illustrated, and all the work that I have talked about has been 
thoroughly done by him. 

I was interested in M. B. Sulzberger’s comment on my paper in the Year Book 
of Dermatology and Syphilology, which amounted to tossing it out the window, 
If Dr. Sulzberger does not interest himself in the causation of this condition he js 
missing an opportunity to help his patients. When sulfanilamide and neoprontosil 
(then called prontosil) was first introduced in the United States, I was sent a 
quantity of both preparations for experimental use. The first case in which | 
used the treatment was one of severe infection of the ear canals. An otologist 
and I observed it together. In addition, the patient had urticaria which came 
and went with his febrile attacks. He responded nicely. In a number of subse- 
quent cases I have used sulfanilamide therapy, but the nausea that develops in 
some patients makes it impossible to continue. I have under observation a girl 
with the worst involvement of the ears and scalp I have seen. The ears had 
much the same appearance as in this case. The beginning of the process was a 
running ear. A few years ago any one would have called the condition seborrheic 
eczema, as the members will agree, but streptococci were present in great 
numbers. She was treated with sulfanilamide and various local applications and 
is now entirely clear. Methylrosaniline (gentian violet) is one of the means of 
getting a pure culture of streptococci. In 1: 500,000 solution it will stop the 
growth of staphylococci in a liquid medium and allow the streptococci to con- 
tinue to grow. It is much more effective for most staphylococcic infections 
than for streptococcic infections; nevertheless, it is one of the most efficient means 
of treating impetiginous lesions. Whenever it is possible to use methylrosaniline 
in the ears or elsewhere I use it. I make a rule to perform patch tests with 
mercurials, particularly ammoniated mercury. Any physician who fails to do 
that will get himself into trouble. I had a family of 4 recently—father, mother 
and two daughters—with impetigo. The youngest, a child of 3 years, had the 
most extensive involvement of all. She was the only member of the family to 
give a positive reaction to a patch test with a mercurial. In twenty-four hours 
she had severe vesication under the patch with ammoniated mercury. 

I was struck by the fact that Sulzberger in his article on infantile eczema (The 
Pharmacopeia and the Physician: Treatment of Infantile Eczema from the Point of 
View of the Dermatologist, J. A. M. A. 112:38 [Jan. 7] 1939) gave eight or 
ten prescriptions containing resorcinol or mercury or both, with no mention of the 
importance of performing patch tests with the substances. I stopped using resorcinol 
and mercury years ago without first making patch tests. 

A preparation which is easily applied to the scalp is one of ammoniated mer- 
cury and olive oil with enough petrolatum to give the preparation a little base. 
When patients are not susceptible to ammoniated mercury it is effective. It can 
be applied generally throughout the scalp and in the ears. I have used it in 
making therapeutic tests in these cases. The fact that the condition clears up 
quickly with ammoniated mercury is further proof that it is a streptococcic infec- 
tion and not seborrheic eczema. 

The point has been brought up repeatedly that since streptococci are found on 
the normal skin these streptococci I am finding are mere saprophytes. G. M. 
MacKee, G. M. Lewis, M. E. Pinkerton and M. E. Hopper had a paper on the 
flora of the face and scalp (J. Invest. Dermat. 2:31 [Feb.] 1939). In 133 cases 
they found only 5 positive cultures of streptococci in scrapings from normal skin. 
This is the statement: “Hemolytic streptococci are very infrequent findings and 
when isolated from apparently normal skin there was usually an infective lesion 
elsewhere on the body.” I believe that holds true. Sabouraud said that any 
streptococcus found is potentially pathogenic and not an innocent bystander. 
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‘x. CLARK W. Finnerup: Neoprontosil presumably has all the merits of 
«)//anilamide but is relatively free from the toxic effects and other undesirable 


features. 


A Case for Diagnosis (Neurodermatitis?). Presented by Dr. Herpert 
RatrNer and Dr. Henry C. ScHorr (by invitation). 


Mrs. E. J., a Negress aged 24, presents swelling and discoloration of the right 
upper eyelid. The history dates back ten years, to a time when there was a 
transitory painless swelling of the right upper eyelid. This swelling receded com- 
pictely and spontaneously after a few hours. There were recurrences at intervals 
during the next year, after which some slight swelling remained permanently 
and on occasions flared up. In 1935, after biopsy, an attempt apparently was 
made to excise the subcutaneous tissue (at an institution in another city). Since 
then the area has been dark brown with a purplish hue, lichenified and rough. 
The area occasionally feels warm. For the past three years the lower lid has 
been edematous (solid edema) and slightly hyperpigmented. The other eyelids 
have never been involved. The patient takes senna and a proprietary laxative 
containing phenolphthalein at least once a week but insists that she did not take 
any at the time of the onset of the eruption. The Wassermann and the Kahn 
reaction were negative. 


DISCUSSION 


Dr. J. M. Reuter, Milwaukee: The condition is rather unusual and difficult 
to explain. I believe ophthalmologists report infection of the eyelids with the 
larva of a certain type of fly which produces an acute or chronic swelling of the 
lid. A fixed drug eruption must be considered in the differential diagnosis, 

Dr. Leonarp F. Weser: I think despite the history that the patient has a 
phenolphthalein eruption. 

Dr. M. E, OperMAyerR: I should not consider the diagnosis of a drug erup- 
tion in this case. The changes consist of solid edema, elastic to the touch, scaling 
and mild keratotic thickening. Taking the history into account, I rather think 
that tissue changes due to lymphatic obstruction originally on an infectious basis 
should be taken into consideration, If the condition had been located on parts of 
the body where such changes commonly occur, e.g., on the legs, the members 
would have experienced little doubt as to the diagnosis of elephantiasis nostras. 
The unusual location and the mild character of the changes should make no dif- 
ference in the evaluation of this interesting case. 

Ds. Herpert RATTNER: The case is presented because it is a clinical curiosity. 
We cannot perform a biopsy because the patient dates all her trouble to a biopsy 
done in another city. We rather suspect that she has always taken drugs, despite 
her statement, and that her dermatitis is a result of ingestion of drugs. The clini- 
cal picture exemplifies beautifully the characteristics of involvement of Negro skin 
pointed out by L. J. A. Loewenthal in his series of articles (Diseases of the Skin 
in Negroes, J. Trop. Med. 40:324 [Dec. 15] 1937; 41:21 [Jan. 15] 1938; 41 
[Feb. 1] 1938; 58 [Feb. 15] 1938). The fibroplastic diathesis, the nonspecific 
lichenoid lesions and lichenification, the lymphangitic involvement and the hyper- 
pigmentation are all present in this one lesion. 


Pemphigus Vegetans. Presented by Dr. M. H. Esert and Dr. A. SLepyan (by 
invitation), 
J. V., a white man aged 42, born in Bohemia, first noticed an erosion in his 
throat three months ago. He ascribed this to trauma, but new erosions have con- 
tinued to appear. Six weeks ago there was itching of the groin. He rubbed the 
area, and a sore developed and gradually grew to its present proportions. Shortly 
thereafter paronychia of both great toes developed and later the thumbs also were 
involved. There have been some lesions in the scalp and one on the face. He 
complains of no subjective sensations. 
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The patient is stout, well built and apparently healthy except for the cutaneous 
lesions. In the right genitocrural region there is a moist fungating mass the 
size of a man’s hand, which is well developed and raised about 0.5 cm, It has 
the appearance of a flat condyloma. On the left side there is a similar but smaller 
lesion. There is a dime-sized crusted erosion beneath the right eye. The left 
bulbar and palpebral conjunctiva is congested. There are a few coin-sized crusted 
erosions in the scalp. There are several erosions on the mucosa, the hard palate, 
the cheeks and the tongue. The basal and lateral nail folds of both thumbs, both 
great toes and the right ring and middle fingers are red and swollen. The Wasser- 
mann reaction of the blood was negative. 


DISCUSSION 


Dr. E. P. Zetster: I am reminded of an Italian woman with pemphigus 
vegetans whom I saw about ten years ago at the Cook County Hospital. The 
odor in this case is characteristic. The prognosis for this type of pemphigus is 
bad: The disease is usually rapidly fatal. 

Dr. THeopore CorNnBLEET: My observation in these cases is that the rather 
offensive odor can be controlled by the administration of vitamin C. Vitamin C 
has not cured this disease but has improved the general state. The patients seem 
less toxic and have a greater sense of well-being. 

Dr. M. H. Expert: Dr. Wile asked me if I were not a little hasty in 
making a diagnosis of pemphigus vegetans for an eruption of such short duration. 
He pointed out that in other bullous eruptions bullae and erosions occur in moist 
areas where the skin is in contact and vegetative lesions also occur. 

It is true that the observation of this case has been brief. It is presented as 
a case ‘of pemphigus vegetans. I am convinced that that is what it is, on account 
of the long history of erosions in the mouth and the history of crusted lesions 
in the scalp and on the eyelid and of the vegetative lesion in the groin. All this 
seems sufficient to justify a diagnosis of pemphigus vegetans. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Tuomas Butrerwortu, M.D., Chairman 


March 17, 1939 


HerMAN BeerMAn, M.D., Secretary 


Dermatitis Vegetans. Presented by Dr. Arraur GomersaLt Pratt, Camden, 
N. J., and Dr. Franx C. KNow es. 


E. D., a white woman aged 70, was shown at the September 1938 meeting 
of the society (Arcu. Dermat, & Sypn. 39:549 [March] 1939). The condition 
at the time of this presentation is of nearly a year’s duration, and the patient is 
shown to display changes since the previous demonstration. The area has spread 
steadily ; some new areas have merged with the older ones, and many fungating, 
granular and pustular outbreaks have ocurred. The scalp has become involved 
and shows an impetiginous crust. Under the influence of roentgen rays the 
fungating masses rapidly disappeared. New pustules tended to erupt, however, 
and this feature has been difficult to control. Itching has always been marked. 
Cultures revealed Staphylococcus albus and gram-positive cocci, also Bacillus 
proteus and Staphylococcus aureus at different times. Fungi have never been 
recovered from the lesion. The Wassermann reaction of the blood was negative. 
A blood count revealed slight anemia and 9 per cent eosinophils, Histologic 
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ation showed the leukocytic infiltration to consist largely of eosinophils. 
:s local preparations have been employed externally and iron and arsenic 


illy. 


DISCUSSION 

JosepH V. Kiauper: There is considerable grouping of vesicles, and I 
4. been wondering whether dermatitis herpetiformis has been considered as a 
poss ble diagnosis. 
Sicmunb S. GreensauM: I think the clinical appearance today is that 
of Duhring’s disease. 

lyn. Frank C. Knowres: I do not think that the diagnosis of dermatitis 
-yetiformis should be considered. The patient presented only one large vege- 


he 
tating area on the back when she first came under observation. The ring-shaped a 
coniguration of the external portion or circumference of this lesion might now p 
be suggestive of a good many things, but since the central portions are healed, i 
one sees now only the remains and not the characteristics of the original process. 


Keratosis Palmaris et Plantaris with Dental Alteration. Presented by 

Dr. Epwarp F. Corson. 

|. F., a white boy aged 11 years, a native of Spain, has thickening and scaling 
of his palms and soles which developed when he was 7 months old. At about 
the same time, simultaneous with the first eruption of teeth, the gums began to ' 
show inflammation. The milk teeth soon became loose and fell out. When the 
second dentition occurred, there was again inflammation, and some of the second 
teeth have also become loose and fallen out. The heart, chest and abdomen 
are normal. A small portion of the palmar and plantar keratosis is of the 
punctate type. There is hyperhidrosis of the affected parts. The patient was 
treated at another hospital in 1933 for chronic marginal blepharitis. While a 
brother of 17 years and a sister of 8 years are normal, 1 sister aged 2 years 
has the same condition. His mother and father have normal skin. The ascorbic 
acid content of the blood was 2.1 mg. per hundred cubic centimeters, the phosphorous 
content, 4.5 mg., and the calcium content 9.03 mg. Roentgen examination of 
the skull showed no abnormality of the bones; the sella turcica was normal, 
but there were calcification of the choroid plexus of the right lateral ventricle 
and alveolar absorption, symmetric and sharply localized, especially of the upper 
central incisors and upper lateral bicuspids. There was decided horizontal alve- 
olar absorption, considering the age of the patient. The bones, joints and 
epiphyses of the left and right elbow, foot and knee had a normal develop- 
mental appearance. The epiphysis of the left proximal phalanx of the left foot 
was in two parts, with the line of separation through its center running in the 
anterior-posterior diameter. Urinalysis showed a 2 plus reaction for albumin 
and an occasional hyaline cast. A blood count was within normal limits. The 
Wassermann reaction of the blood was negative. The blood cholesterol content 
was 110 mg. per hundred cubic centimeters. 


DISCUSSION 


Dr. Epwarp F, Corson: Some of my friends in the dental profession were 
interested in these 2 cases. (The girl of 2 years was not shown tonight because 
examination made her obstreperous.) All agreed that the early absorption of 
bone (alveolar process) was unusual. The sequence of events in the other case 
was similar to that outlined for the case presented. Papillon and Paul Lefevre 
(Bull. Soc, frang. de dermat. et syph, 31:82 [Feb. 14] 1924) reported the case 
of a brother and sister similarly affected. The keratosis is unlike the keratosis 
palmaris et plantaris in many cases, in which the palms and soles are yellowish, 
thick and horny, In the present cases the skin is only slightly infiltrated. 
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A Case for Diagnosis (Alopecia Areata and Lichen Planus? Graham 
Little Syndrome?). Presented by Dr. Henry B. Decker, Camden, N. J, 
and Dr. Frank C. KNowLes. 


J. D. W., a Negro aged 39, in 1933 noticed a bald spot on his chin. It has 
enlarged, and he now shows another one on the chin and one in the scalp. In 
May 1938 a maculopapular eruption resembling pityriasis rosea appeared on the 
trunk. The lesions consisted of large plaques surrounded by small papules, 
There was little infiltration. Later the scaly element of these groups disap- 
peared, and the number of pinhead-sized flat-topped shiny papules increased. In 
the lumbar region they became violaceous. Some annular lesions were present jn 
the mouth. Hypertrophic lesions appeared on the forearms. In July 1938 
depigmentation of the sites of these lesions was first noted. The patient has had 
“stomach trouble,” headache and vertigo since 1918, when he had an appen- 
dectomy. There is the scar of an old burn on his right hand. He gave no 
history of venereal disease, and the Wassermann and the Kahn reaction of the 
blood were negative repeatedly. The patient, however, had some antisyphilitic 
treatment before coming under our observation. He is married and has 4 
children, all of whom are well. His wife has had no miscarriages. 


DISCUSSION 


Dr. Frep D. WempMAN: I think it is agreed that this patient has lichen planus. 
There are some clusters of papules on the neck. I think the interesting feature is 
the depigmentation and the phases through which it passes in different lesions, 
One circular lesion on the arm, for example, has a slate-colored center. In 
another the central part appears white, and around that there is slight hyperpig- 
mentation. I think this anomaly of pigmentation is of the order of leukoderma 
acquisitum centrifugum, commonly found around nevi but possible also apart 
from other lesions. I am also curious to know whether the blue-black color 
around some of the lesions is related to the chromatophores deep in the skin. 
It would be worth while to perform a biopsy on an entire lesion in which there 
were these two different kinds of pigments, to see whether in the slaty parts 
the only pigment is in the chromatophores, whereas in the more orange-brown 
part the pigment is in the epidermis. 

Dr. Sicmunp S. GREENBAUM: The lesion on the scalp may be alopecia 
areata, but in the Graham Little type of lichen planus the lesions will be those 
of cicatricial lichen planus. Although these lesions do not look cicatricial, they 
may be part of the lichen planus—that is, a pigmentary macular atrophy following 
lesions of lichen planus. 


Psoriasis. Rosacea. Flare-Up Under Tar and Uutraviolet Ray Therapy. 
Presented by Dr. Sicmunp S. GREENBAUM. 


L. J., a white woman aged 23, has had psoriasis for the past five years, with 
remissions in the summer. There was a severe flare-up on the chest and back 
about one week ago after the third exposure to ultraviolet radiation following 
application of crude coal tar. The patient presents papulosquamous lesions on 
the arms, legs, trunk and scalp, under the breasts and around the umbilicus. 
The new attack consists of a large patch of small closely set papulosquamous 
lesions on the chest and the dorsal region of the trunk. The papular rosacea of 
the face is marked. The patient also has a congenital abnormality of the left 
maxillary bone. An uncle of the patient has psoriasis. 


DISCUSSION 
Dr. JosepH V. Ktauper: I treated this girl about seven years ago, and | 
can testify to the fact that she has severe psoriasis. 


Dr. Sicmunp S. GREENBAUM: The point comes up whether some substances 
in the tar—photosensitizing substances—were responsible for the flare-up. 


: | 


SOCIETY TRANSACTIONS 641 


De. Frep D. WempMAN: Perhaps this expression on the chest is akin to 
Kobner’s reaction, the sequel to excoriations. 


A Case for Diagnosis (Lupus Vulgaris?). Presented by Dr. Jonn B. Lupy. 


\V. L., a well nourished and healthy white woman aged 50, presents a dense 
firm swelling with exaggeration of natural cartilaginous folds of the anterior 
portion of the auricle above the external auditory meatus. Dilated capillaries 
were evident. There is some glossiness, and the color approaches orange-red in 
places. Xanthelasma is present on both lower eyelids. The condition began 
seven years ago as a painful swelling at the entrance to the canal of the left ear. 
It was incised by an otologist and treated with roentgen rays for six months. 
Occasionally during this period a “heat lamp” and various salves were also used. 
The lesion grew slowly and involved contiguous parts but became painless. The 
patient has had no contact with tuberculosis, no familial diseases, no miscarriages 
and no serious illnesses. She has 2 children living and well. Medical examina- 
tion, the Wassermann test of the blood and urinalysis gave negative results. No 
biopsy specimen was taken. 

DISCUSSION 

Dr. Ertcnh Ursacnu (by invitation): I suggest a diagnosis of xantheloid. I 
arrived at this opinion not only from the clinical appearance of the yellowish 
brown irregularly formed tumor but from the fact that the woman has distinct 
xanthelasma of the face. I suggest study of the lesion with special stains for fat. 

Dr. Frep D. WEtpMAN: I was struck by the hardness of the lesion—like ivory. 
If the lesion were on the nose I should have seriously considered rhinoscleroma. 
However, it is of seven years’ duration. I think that a biopsy should be performed. 

Note.—Biopsy revealed trichoepithelioma. The blood cholesterol content was 
178 mg. per hundred cubic centimeters. 


A Case for Diagnosis (Chronic Papular Urticaria? Neurotic Excoria- 
tions?). Presented by Dr. Apram STRAUSS AND Dr. IsApoRE ZUGERMAN. 


A. S., a white man aged 49, pale and thin but appearing to be in good health, 
presents papular lesions scattered over the entire body but chiefly on the arms 
and legs. Most of them have an excoriated top, and many of them, particularly 
the older ones, are pigmented. Small atrophic depigmented areas are scattered 
over the back and the neck, representing probably healed papules. There was 
no history of previous disease of the skin. The present illness started about two 
years ago, with comparatively few lesions scattered over the body. In November 
1938 the condition became generalized; there is intense itching, especially when 
the patient is warm. A roentgenogram of the chest showed no evidence of tubercu- 
losis. The Wassermann test of the blood and the urinalysis gave negative results. 
A blood count on March 10 revealed 3,950,000 erythrocytes, 12,800 leukocytes, 
72 per cent hemoglobin, 24 per cent lymphocytes and 76 per cent neutrophils. 


DISCUSSION 


Dr. Howarp EartE Twintnc: I believe the patient has neurotic excoria- 
tions. He states that occasionally he has the feeling that small balls collect under 
the skin and are associated with intense itching. As soon as those balls are 
removed, the itching ceases. He is not certain whether these things move until 
he gets them out. 

Dr. J. M. Scu1tpKravut, Trenton, N. J.: I diagnosed this eruption as der- 
matitis herpetiformis. I think if one looks closely at the back one will see that 
it is covered with scales and a crusted papular eruption. 

Dr. ABRAM STRAUSS: We presented this case really as one of papular urti- 
caria, the unusual feature being that the disease is so extensive in an adult. We 
considered dermatitis herpetiformis of papular type as a possibility, but I was 
more inclined to think of papular urticaria. 
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Dr. JosepuH V. Ktauper: I think the lesions are typical neurotic excoriations. 
The patient gives the history invariably as Dr. Twining has suggested. Another 
stigma is anesthesia of the cornea. One must spend a long time with these 
patients to get at the psychogenic basis of»itching and digging. It may be an 
expression of soul pain, so to speak, of a tic or of a phobia—a phobia to parasites. 
This man does not have the grouping of lesions characteristic of Duhring’s disease. 

Dr. Ertce Urpacn (by invitation): If I understand Dr. Klauder correctly, 
he wishes to know what I mean by prurigo mitis. I shall not speak from the 
historical point of view. The disease is rare in this country. It is not rare jn 
Vienna, Germany, or in Europe at large. I have observed many cases. I have 
found two types of cause for this condition. In some cases the cause lies in the 
intestine (autointoxication). If such a cause is discovered and corrected, espe- 
cially in the small intestine, the cutaneous lesions disappear without external 
treatment. The second type of cause is the allergic, which has to be subdivided 
into internal and external. In my book are pictures similar to those in both kinds 
of cases, and it is not possible to say from the clinical appearance what is behind 
the scenes. It is therefore necessary to study a case thoroughly. I agree with 
Dr. Klauder when he says one of the most important predisposing factors js 
nervous strain. 

Dr. AspraM Strauss: I feel that while neurotic excoriation is a possible 
diagnosis, there are many lesions in the central part of the back with scarring 
which I do not see how the patient could have produced. They are practically 
unreachable by the patient. 

Dr. Francis Betrerty Eve.anp, Wilkes-Barre, Pa.: An interesting thing 
about this man is that he has an unusual reach—he could have produced those 
lesions in the middle of the back. 

Dr. Sicmunp S. GreeNBAUM: It might be well to give the patient potassium 
iodide and report next month. 

Dr. Frep D. WetpMaN: My first impression of this case was of dermatitis 
herpetiformis, but there is no grouping. My second impression was of prurigo 
mitis. I do not think the lesions are neurotic excoriations, for the reason that 
Dr. Strauss has just mentioned—that the scars are just as numerous in the middle 
of the back as elsewhere. I do not think that neurotic excoriations would appear 
so uniformly over the body; I think there would be more of a hit-or-miss 
distribution. 

Dr. Louis Gotpsten: I believe that in cases of neurotic excoriation one gets 
a different history from that given by this patient. This patient tells one that 
first there is a spot; then he irritates it. This is followed by a wheal, which he 
is inclined to dig out. 

Dr. S1IcgMUND S. GREENBAUM: I think one should distinguish between neurotic 
excoriations and phobias—both neuroses, of course, but certainly different. In 
connection with prurigo mitis, my impression has been that it begins early in 

4 life, not in adult life as in this case. 

Dr. ReuBeN FRIEDMAN: In a recent discussion of a case of prurigo mitis in 
the Arcuives (39:375 [Feb.] 1939), I recall O. S. Ormsby’s and M. E. Obermayer’s 
insisting that two outstanding characteristics of the disease are that it begins 
in infancy and that the lesions are papular; otherwise the condition cannot he 
labeled prurigo mitis. 


Xanthomatosis with Excessively High Cholesteremia. Presented by 
Dr. Joun B. Lupy. 

Z. H., a Negro aged 28, had jaundice in September 1938, after treatment 
with neoarsphenamine. His chief complaint was itching. He was admitted to a 
hospital on Nov. 28, 1938, with painless jaundice of about two months’ duration. 
The diagnosis at admission was toxic hepatitis. Generalized xanthomatosis has 
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be» present for two months. Cholecystostomy was done on Feb. 23, 1939, with 
improvement in the cholesteremia and the xanthoma. Studies of the blood showed 
an i terus index of 80 on admission, rising to 150 on Jan. 25, 1939, and falling to 
65 on March 16, The prothrombin time was 4 per cent of normal on Nov. 4, 
103s, rising to a maximum of 60 per cent on Jan. 18, 1939, and falling to 16 
per cent on February 21. The total protein content of the blood was 6.1 to 6.9 
me, the cholesterol content rose from 508 mg. per hundred cubic centimeters 
on Nov. 14, 1938, to a maximum of 1,785 mg. per hundred cubic centimeters on 
Jan. 31, 1939. On March 16, about a month after the operation, the cholesterol 
content was 425 mg. The esters amounted to 10 per cent on Nov. 14, 1938, and 
remained near this level until Jan. 8, 1939. On February 14 the ester content was 
28 per cent. The phosphatase content ranged from 54 mg. on Nov. 14, 1938, to 
a) mg. on Jan, 18, 1939, On February 14 it was 66 mg. per hundred cubic centi- 
meters. The phosphorus level was 5.3 mg. on admission and 8.4 mg. on Dec. 5, 
1938. It gradually fell to 3.4 mg. on Feb, 14, 1939. The nonprotein nitrogen 
value was 4.6 per hundred cubic centimeters on March 16. 


DISCUSSION 


Dr. Epwarp F, Corson; There has been cholesteremia incident to blockage of 
the common bile duct. An operation was performed, with an immediate beneficial 
effect on the cholesteremia and the xanthomatosis. This blood cholesterol level is 
the highest I have ever encountereds Dr. Urbach told me the highest value he has 
known was not over 2,000 mg. per hundred cubic centimeters. 


Interstitial Keratitis (Diagnosed with the Slit Lamp) in a Patient Who 
Shows No Stigmas of Congenital Syphilis. Presented by Dr. Josern V. 
KLAupEer and Dr. Marjory: Harpy, Norristown, Pa. (by invitation). 


R. T., a white man aged 34, states that one year before coming to the clinic, 
in June 1938, a “film” appeared over his right eye and the vision was blurred. 
At the time of admission to the clinic, both corneas were grossly clear. The 
patient had received six injections into the cornea from a private physician in 1937. 
The patient’s father died fourteen years earlier in a hospital for mental disease, 
of syphilis (probably dementia paralytica). His mother had died of cancer. Three 
siblings died in infancy. The patient has 1 older brother, 1 older sister, 2 younger 
brothers and 1 younger sister living and well. Medical examination shows the 
patient’s mouth to be edentulous. The facies is normal. The right tibia shows 
anterior bowing. The knees are normal. The Wassermann reaction of the blood 
on June 14, 1938, was strongly positive. Slit lamp examination on June 22 showed 
the right cornea slightly infiltrated in the posterior portion. In the central zone 
there was increased relucence, There were no blood vessels. The vitreous was 
clear and the iris intact. The left eye was the same as the right, but involved 
less. The diagnosis was old interstitial keratitis. On March 8, 1939, the right 
eye showed moderate general infiltration of the cornea, with increased relucence of 
the posterior surface; there were no vessels, and the iris was intact. The left 
eye was the same as the right. The diagnosis again was old interstitial keratitis. 
The patient has received eighteen injections of 2.5 cc. of a bismuth preparation 
and eight injections of 0.45 Gm. of neoarsphenamine up to the time of presentation. 
Both corneas are grossly clear. 

DISCUSSION 


Dr. Josepx V. Kiauper: Recently this patient gave a vague history of 
having had sore eyes. He is unable to tell how long it lasted, and the history 
was rather insignificant. Clinical examination and gross inspection of the cornea 
gave entirely negative results. Ophthalmologic examination by oblique illumination 
could not furnish a diagnosis. The only way of making the diagnosis and of 
determining the significance of the 4 plus Wassermann reaction was the slit lamp 
examination, I believe that many adults with positive Wassermann reactions have 
congenital syphilis, and an important method of bringing that fact to the surface, 
so to speak, is the slit lamp examination. 
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Interstitial Keratitis Developing at the Age of Thirty-Seven Years jn 
a Patient with a Negative Wassermann Reaction. Presented by Dp 
Joserpn V. Kiauper and Dr. Marjory Harpy, Norristown, Pa. (by invitation), 


C. S., a white man aged 37 years, was first seen on Dec. 9, 1938, at which 
time his left eye was inflamed. There were severe photophobia and pericornea] 
congestion. The right eye was not involved. In November 1938 the left eye 
became red and sensitive to light. In June 1934 the patient had been treated 
in a hospital for “rheumatism,” receiving six injections in the hip. The patient's 
mother, aged 60, is under treatment for cardiovascular syphilis. The father js 
living and well. Two children born before the patient died in infancy; 1 child 
born after the patient died at the age of 3 menths. Medical examination shows 
the teeth, tibias and knees to be normal and the facies questionable. On Dec. 9, 
1938, the Wassermann reaction was negative and the Meinicke reaction weakly 
positive. On December 16 the Wassermann reaction was negative and the 
Meinicke doubtful. On Feb. 6, 1939, the spinal fluid showed the Wassermann and 
the Meinicke reaction negative, a negative reaction for globulin; 5 lymphocytes; 
and a colloidal gold curve of 0000000000. Slit lamp examination on Dec. 16, 1938, 
revealed the entire nasal side of the left cornea to be infiltrated, with moderate 
bedewing of the epithelium. Several wrinkles appeared in Descemet’s membrane. 
No blood vessels were seen. The aqueous was slightly turbid. The iris was 
intact. In the left eye there was beginning interstitial keratitis. On Jan. 11, 1939, 
the left cornea was generally infiltrated, with considerable epithelial bedewing. 
There were numerous folds and ruptures in Descemet’s membrane. The posterior 
surface was increased considerably in relucence. Some deep blood vessels were 
beginning to come in around the limbus. The aqueous was turbid and the iris intact. 
There were few deposits of pigment in the lens. The diagnosis was interstitial 
keratitis on the left. The patient had received six injections, 2.5 cc. each, of 
a bismuth compound, and five injections, 0.6 Gm. each, of neoarsphenamine, There 
were slight irritability of the eye and haziness of the cornea. 


DISCUSSION 


Dr. JosepH V. Kiauper: This patient is shown because of the onset of inter- 
stitial keratitis at a late age in the presence of a negative Wassermann reaction. 
The diagnosis of interstitial keratitis was definitely established. The patient's 
mother has a positive Wassermann reaction. 


Recurrent Erythema Multiforme of the Oral Mucosa, Associated with 
Progressive Fordyce’s Disease. Presented by Dr. Reupen FriepMan. 


L. M., a white man aged 21, presents a number of painful easily bleeding 
irregular areas of superficial erosion on the gingival, buccal, labial and sublingual 
mucous membranes. Here and there on the mucosa there are hazy grayish 
white uneroded patches, painful and occasionally bleeding on pressure. An 
irregular smooth broad yellowish plaque extends backward on each buccal 
surface from the lips to the last molar. On closer examination the plaques are 
seen to consist of closely approximated yellowish pinpoint-sized papules. Similar 
lesions are present on the lips. Since March 1936 the patient has been subject 
to recurrent attacks of painful ulceration of the oral mucosa, necessitating hospi- 
talization on five occasions for from four to five weeks. Having carefully observed 
his own progress through these attacks, he believes that they run a definite self- 
limited course of about sixty days. They reach their height about the fortieth 
day and remain at that point for fifteen days (during which time he has difficulty 
in swallowing and can take nothing but fluids) and then subside rapidly within 
the next five days, at the end of which his lesions are virtually healed. His 
present attack began on Feb. 12, 1939, and he expects it to reach its height about 
March 25. The patient has been given various vitamin preparations and intra- 
venous injections of iron, glycerophosphate, calcium gluconate, neoarsphenamine 
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and -lution of hydrochloric acid. He has been given sulfanilamide internally and 
arsplicnamine diglucoside solution locally. Recovery from each attack evidently 
occurred spontaneously, without regard to treatment. 


DISCUSSION 


le. SiemunD S, GREENBAUM: Recurrent erythema multifome is the diagnosis 
I made in this case last summer. So far as Fordyce disease is concerned, I think it 
was there to begin with, and I doubt whether there has been any recent increase 
in the number of lesions. I believe Dr. Friedman’s reason for showing this patient 
was to get some idea of the cause of the trouble. 

Dr. JosepH V. KLtauper: My guess would be that some day lesions charac- 
teristic of erythema multiforme will develop. In all cases of similar involvement 
under my observation cutaneous lesions have eventually developed which rendered 
the diagnosis more certain, 

Dr. ABRAM StrAuSss: I should like to suggest the use of a mercurial intra- 
venously as a therapeutic test, since I have found that therapy to cure erythema 
multiforme in these cases. It may cure the condition within twenty-four to forty- 
eight hours. For the bullous types of erythema multiforme I use mercuric cyanide, 
\, grain (ampules containing 1 cc. of a 1 per cent solution) intravenously. One 
patient | have treated with this preparation has a recurrence every year, but it 
stops immediately after the first injection. Reactions are rare although they may 
occur in a sensitive person as bloody stools or cramps. I give the injections every 
other day or every third day. 

Dr. ReuBeEN FriepMan: I am obliged to Dr. Strauss for his suggestion of 
the use of mercuric cyanide, and I shall follow it, but I recall using that drug 
intravenously in a case of resistant lichen planus, when I had to discontinue it 
because of pronounced albuminuria, cramps and bloody stools. Nevertheless, I 
shall try it in this case, because the condition has resisted all therapy I have used 
since December 1937. In regard to causation, the patient has not taken any food 
or drugs that could explain the condition. He had been in apparently perfect 
health prior to the onset of this disease. Apropos of Dr. Klauder’s thought that 
cutaneous lesions will sooner or later develop, I might say that in April 1938 
suddenly vesicles the size of a small pea developed-on the dorsum of the right 
hand and one on the dorsum of the left wrist. At that time I thought they would 
constitute the beginning of proof that I was dealing with pemphigus. However, 
at no time since then have other cutaneous lesions developed, although there have 
been a number of attacks of oral involvement at two and three month intervals. 
Two of the attacks required hospitalization. With reference to the Fordyce 
lesions which the patient presents, I can say that he definitely shows more of 
them today than he did when he first came under my observation in December 
1937, and that after recovery from each attack the increase in the number of 
Fordyce lesions is apparent. 

Dr. J. M. ScuitpKraut, Trenton, N. J.: Has any study been made of denti- 
frices as a cause of the trouble? 


Dr. REUBEN FRIEDMAN: No. 


Fixed Drug Eruption Due to a Bismuth Preparation and Neoarsphena- 
mine. Cardiovascular Syphilis. Presented by Dr. Sicmunp S. Green- 
BAUM and Dr. Jonn Fritcuey, Harrisburg, Pa. (by invitation). 


B. W., a Negress aged 40, presents a pigmented eroded indurated eruption on 
both legs and annular pigmented papular lesions on both thighs and on both arms. 
She also has the scar of a burn on the right forearm. There are secondary 
changes, erosion and scaling of some lesions. Subjective symptoms are absent. 
The pupils are slightly irregular but react to light and in accommodation. The 
heart is large, and a systolic murmur is heard in all areas. The second aortic 
sound is greater than the second pulmonic sound. There is suprasternal pulsation. 
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The reflexes are slightly hyperactive. The blood pressure is 186 systolic and 
110 diastolic. There is no history of chancre, but three years ago the patient 
had an eruption on her face, consisting of papules and pustules which did not 
itch but left pigmented areas. The basal metabolic rate on May 13, 1938, was 
+7 per cent. The serologic reaction of the blood on April 27 was strongly posi- 
tive; on August 2 and November 22 it was 4 plus. The spinal fluid on June 28 
showed a 4 plus Wassermann reaction, a 2 plus reaction for globulin and a colloidal 
gold curve of 3333210000. The patient received sixteen injections of a bismuth 
compound from May 24 to December 6. From December 13 to March 14, 1939 
she had nine injections of neoarsphenamine. On Oct. 25, 1938, the patient reported 
that vesicles had developed on the right leg after the use of a proprietary medj- 
cated soap. Patches about 2 inches (5 cm.) across later developed; these were 
annular, pustular and crusted. On December 13 the patient complained of pyrosis 
after eating. It was thought that she was sensitive to bismuth, and treatment 
with neoarsphenamine was instituted. 


DISCUSSION 


Dr. Josep V. KtaAuper: I understand that this eruption does not become 
aggravated after each injection. If this is true, I should not subscribe to the 
diagnosis of fixed drug eruption. 

Dr, Sic6muND S, GREENBAUM: We saw this woman for the first time three 
days ago and if her history is correct, the trouble developed with the first injec- 
tion of the bismuth preparation. When she finished the course of bismuth medi- 
cation and started with the arsenical, a new eruption developed, and with each 
injection there was some itching at the site of the pigmented areas. 


Tuomas ButtrerwortH, M.D., Chairman 


April 21, 1939 


HERMAN BEERMAN, M.D., Secretary 


Angiokeratoma of the Scrotum (Fordyce Type). Presented by Dr. Carrou. 
S. Wricut and Dr. Reusen FRIEDMAN. 


S. F., a white man aged 71, presents numerous rounded purplish elevated lesions 
of from 1 to 3 mm. diameter, associated with linear telangiectases on the anterior, 
lateral and posterior surfaces of the scrotum. Pressure does not make their color 
disappear. Many of the purplish lesions are arranged in a linear fashion on and 
following the dilated superficial capillaries. The condition is entirely asymptomatic. 
The patient has psoriasis, and when he was first examined his attention was called 
to the eruption on his scrotum. He stated that he had not been aware of its 
presence. 


DISCUSSION 


Dr. Frep D. WerpMan: I should like to object to the suggestion of “keratoma” 
in the case. Histologically the lesions do not show hyperkeratosis; they should 
be regarded as angiomas. 

Dr. Carrott S. Wricut: We presented this patient with the hope that this 
argument would arise, because for a long time Dr. Friedman and I have regarded 
these lesions (which correspond to the published illustrations) as simple angiomas. 

Dr. Frep D. Werpman: I have noticed that wherever blood collects, for 
example in an angioma or in a hemorrhage, histologically there is a tendency for 
hyperplasia of the epiderm to occur above the accumulation. I do not know 
whether this is due to hypernutrition or stimulation by degenerative products of 
the hemorrhage, but I think it can be stated as a general pathologic principle that 
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a | :atosis should and often does occur above any stagnant accumulation of blood. 
|). not know the literature sufficiently to speak authoritatively on the point, but 
[ believe many lesions of this type were originally diagnosed as angiokeratoma 
on a histologic basis, because some hyperkeratosis was evident microscopically but 
it was not sufficient to be evident clinically. I think these lesions should be 
revarded as angiomas, with a hyperkeratosis that may occur as a_ secondary 
development. 

Dr. ReuseEN FrrepMAN: When Fordyce described this condition in 1896, he 
called attention to the hyperkeratosis and considered that to be one of the dis- 
tinguishing characteristics. I want to call attention to the fact that these angioma- 
tous lesions closely resemble those in Fordyce’s case, particularly in that they 
follow the telangiectatic capillaries on the scrotum and stud the line of the capil- 
laries as do the spores on the mycelia of fungi. 


A Case for Diagnosis (Lichen Planus?). Presented by Dr. Carrot. S. 

WRIGHT. 

N. F., a white man aged 38, three years ago began to notice patches on the 
thighs which gradually spread to other areas. The patches were dry, noninflam- 
matory and about 3 inches in diameter (7.6 cm.) and were composed of small 
elevations at the openings of sweat ducts. The patient perspires but little. The 
skin of the upper and lower extremities, including the hands, the back and to a 
lesser extent other parts of the body, shows many horny acuminate papules around 
the follicles and openings of the sweat ducts, so that by now the eruption is nearly 
generalized. About a month ago there were no lesions on the hands. Various 
lotions and salves have not benefited the condition. 


DISCUSSION 


Dr. Jonn H. Stokes: I am interested in two lesions which I think look like 
lichen planus. I have seen follicular lichen planus do some astonishing things. 
If I had found any palmar lesions I should have been strongly inclined to make 
a diagnosis of follicular lichen planus. A part of the picture, however, on the 
extensor surface of the arm and on the palms suggests that some of this process is 
follicular ichthyosis. The patient has lesions on the backs of the hands and on 
the skin over the dorsa of the proximal phalanges of the fingers. That, of course, 
inclines one to a diagnosis of pityriasis rubra pilaris, but in three years more 
extensive confluence and psoriasiform and dermatitic manifestations should have 
developed. There are no bald patches in the scalp, as there were in the last case 
of this sort I observed. In that case I was certain of the diagnosis of mycosis 
fungoides. I should like to see the histologic section of one of the lichen planus- 
like papules. It is fascinating to speculate on the possibilities of lichen planus, 
but I should be more inclined to say that this man’s condition belongs in the 
group of pityriasis rubra pilaris. 

Dr. Frep D. WetmpMan: The most suggestive lesion in the direction of lichen 
planus occurred under the strap of the wrist watch. Why not fix up experimental 
wrist watch straps on this man’s body by putting adhesive plaster around his arm 
to see whether any developments take place under such protective and heat- 
producing bands? This may be a step in the further investigation of obscure fol- 
licular lichen planus. 

Dr. Carrot, S. Wricut: I might add that I considered an avitaminosis, but 
the patient has been on a well rounded diet. 


Lupus Vulgaris. Presented by Dr. J. M. ScnipKravut, Trenton, N. J. 


J. C., a white woman aged 31, about ten weeks ago felt a “pimple” on her 
forehead, which she treated with ichthammol. The lesion did not break down or 
disappear, but became slightly crusted. The patient presents a linear lesion 2 cm. 
long by 0.5 cm. wide on the forehead, just above the nose, corresponding to the 
furrow produced in frowning. The lesion is reddish brown, and the lower portion 
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is depressed. On diascopic pressure, apple jelly nodules are visible on the edges 
of this depression. The patient was given a diet low in carbohydrates, moderate jn 
proteins, high in vitamins and fat and free of salt. She has also been given 
capsules high in vitamins A and D, %o grain (0.002 Gm.) of arsenic trioxide three 
times a day and roentgen therapy. Under this regimen she has improved. 


DISCUSSION 


Dr. Joun H. Stoxes: I should say the apple jelly nodules are a little 
attenuated. Here and there is a good deal of linear deformity, in view of the short 
duration. On the other hand, in these lesions it is possible for the apple jelly 
nodules to remain in the cutis for a considerable time before they begin to scar, 
and the scarring occurs abruptly. I searched for an enlarged lymph node but 
could not find any. However, the patient had less tenderness below the left than 
below the right ramus of the jaw. The patient has been exposed to tuberculosis 
Her aunts had the disease for a long time before they died, and an uncle by mar- 
riage, one whom she frequently visited as a child, was also affected with the 
disease. In a case of similar involvement which I have observed, the father and 
mother were found to have healed tuberculosis, without knowing that they ever 
had the disease. They were the only source of infection which could be traced 
for my patient, a 15 year old girl. 

Dr. J. M. Scui_pKravt, Trenton, N. J.: This woman’s condition has improved 
under treatment. The lesion is flat tonight, and the nodules attenuated but still 
visible on diascopic pressure. 

Dr. THoMAS BuTTERWORTH, Reading, Pa.: Has Dr. Schildkraut considered 
excising the lesion? 

Dr. J. M. ScurpxKraut, Trenton, N. J.: I have not considered excision, since 
the lesion is improving. 

Dr. Joun H. Sroxes: I excised the entire lesion of my patient, and this 
afternoon I saw her again with what looks like another lesion 4 mm., from the 
scar. It is difficult to determine the exact size of these lesions. The amount which 
one excises may be rather larger than seems necessary, but even such excision may 
do no good. Ultraviolet irradiation may do wonders in these cases. I have 
produced regression by that method when the involvement has been worse than this. 
In fact, I showed before this society (Arco. Dermat. & Sypu. 35:530 
[March] 1937) a man with tuberculosis of the perianal region whom I treated 
with a quartz lens attached to an ordinary air-cooled quartz mercury vapor arc 
lamp, and by using a fan I succeeded in getting this apparatus close enough and 
under heavy enough pressure to keep it in contact long enough to clean up the 
lesion. I used blistering doses for twenty-five minutes, half an hour and three 
quarters of an hour. 

Dr. Ertcn Ursacu (by invitation): In order to determine how far one must 
go in the operation, I should suggest giving a focal injection of tuberculin. 
Twenty-four hours after an injection of 0.1 cc. of a 1: 100,000 solution one can 
determine which part is affected by observing the limits of the flare. The tissue 
out to the edge of the flare should be removed. 

Dr. J. P. Gueguterre: I should like to ask Dr. Stokes by what method he 
excised the lesion of his patient. 

Dr. Joun H. Stoxes: I treated a ring over 1.5 cm. around the entire lesion 
with procaine hydrechloride and excised it with the knife, because the lesion was 
on the girl’s forehead and I wanted to follow the line of the eyebrow so as to get 
accurate apposition without failure of union. I drew the edges of the excision 
together with adhesive tape and got a good result, without stitch marks. 


Erythema Nodosum with Eczematization. Presented by Dr. Carrow S. 
Wricut and Dr. ReusBen FRIEDMAN. 
E. K., a white woman aged 62, was first seen on April 5, 1939, stating that 
an eruption associated with dull pain had appeared on her legs about two weeks 


j 
= 
LE 
| 
te 
1 


e in 
ven 
Iree 


ttle 
ort 
lly 
‘ar, 
but 
lan 
Sis 
ar- 
the 


er 


ill 


649 


SOCIETY TRANSACTIONS 


pre. ously. On admission she presented a number of indurated erythematous 
‘Jy tender nodules, varying from 1 to 5 cm. in diameter, on the extensor 
es of both legs. Slight fluctuation was palpable. Calamine loticn was pre- 
“od for the lesions. By today a rough dry scaly eczematization has affected 
areas of involvement and has spread slightly beyond their original limits. 
Urinalysis showed no abnormality. A blood count showed 4,550 leukocytes, with 
53 per cent polymorphonuclear leukocytes, 41 per cent small lymphocytes, 5 per 
cent mononuclears and 1 per cent eosinophils. The blood sugar content was 
100 mg. per hundred cubic centimeters. Serologic tests of the blood were negative. 


DISCUSSION 


Dr. Carrott S. Wricut: Our chief reason for presenting this patient was 
that the condition was typical erythema nodosum ten days ago but the picture has 
changed greatly. I thought some one might offer an explanation for this change. 
Nothing but calamine lotion without phenol has been applied. 

Dr. Frep D. WermpMan: If it is conceded that erythema nodosum is ccca- 
sionally of rheumatic origin, it is possible to understand that if the infiltration 
occurs a little higher up in the skin than usual, a rheumatic infiltration of the 
skin itself exists, as in some rheumatic dermatoses, erythema elevatum diutinum, 
for example. This could account for the cutanecus changes described. 


A Solitary Facial Plaque. Trichoepithelioma. Presented by Dr. CLARENCE 
Livrncoop II (by invitation), for Dr. H. Strokes. 


M. L., a white man aged 41, presents an oval patch about 2.5 by 1.5 cm. on the 
left cheek about 2 cm. anterior to the ear. There are depigmentation, considerable 
atrophy, no scaling and hairlessness. Four or five minute yellow papules are 
present in the patch, and three or four telangiectatic vessels stand out clearly. The 
border of the lesion is slightly erythematous but not indurate. Light touch and 
pinpoint sensation are normal. The patient has had hay fever in the fall for the 
past ten years. Histologic examination showed that the epidermis was thin and 
slightly hyperkeratotic, especially at the follicular orifices. In the cutis there were 
several large hair follicles, scattered foci of inflammatory reaction and numerous 
cell nests and elongated strands, some of which were traceable directly to the 
sweat glands and some which had narrow lumens. These cell nests were also 
in close proximity to the hair follicles. The sweat glands were of the apocrine 
type. The diagnosis was trichoepithelioma. 


DISCUSSION 


Dr. J. M. Scumxravut, Trenton, N. J.: The picture locks like morphea 
to me. 

Dr. Frep D. WetmpMAN: The histologic section leaves no doubt that the lesion 
is epitheliomatous and originates in the hair follicles—that is, trichoepithelioma. 
It seems impossible to understand how that could be, when one palpates the lesion. 
I could not feel any infiltration. All the finer markings cn the surface of the 
skin are lost in this position, and I wonder whether this could be a morphea-like 
or cicatrizing epithelioma—pagetoid epithelioma, as it is called—in which the biopsy 
specimen fortunately included a focus of activity. 

Dr. Joun H. Stokes: I may say that I have seen the morpheiform epithelioma, 
and that is what I thought this was when I first saw it, because it has, in the right 
light and when palpated carefully, a definite infiltration especially along the 
anterior edge. I expected to see a morpheiform epithelioma histologically and was 
astonished when I saw what I did. I had never seen a plaque presenting that 
particular histologic picture. Some of the cells showed cystic degeneration and 
were a little suggestive of a syringomatous process. I have seen in the Krom- 
pecher tumor, as it used to be called, a tubular type of epithelioma which is super- 
ficially hard to get rid of because of the ramifications in the deeper tissues. First 
I thought this might be that type of lesion, but the more I listen to the discussion 
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of the possibilities of trichoepithelioma, the more reasonable that diagnosis seems, 
barring the fact that the lesion is solitary with nothing on the face to fit in with 
the well known picture of trichoepithelioma. Roentgen therapy alone is not 
effective in such cases. The scheme that has worked best for me is thorough 
coagulation of the lesion followed six months or a year later with a heavy dose 
of roentgen rays to catch what may have been missed. 


Dr. HERMAN BEERMAN: It is really necessary to treat this lesion? 
Dr. Joun H. Stokes: It is extending, and the patient wants it treated. 


A Case for Diagnosis (Duhring’s Disease?). Presented by Dr. J. My. 
SCHILDKRAUT, Trenton, N. J. 


G. W., a white woman aged 45, states that a generalized pruritic eruption 
developed last summer. Now she presents a grouped vesiculopapular eruption 
in all stages of development, with new lesions and crusted vesiculopapules and the 
healed remains of others. There is still considerable itching. Solution of potas- 
sium arsenite in ascending doses has been prescribed, together with sedatives to 
allay the itching, antipruritic baths and calcium internally. The condition js 
improving. 

DISCUSSION 

Dr. Carrot, S. Wricut: Has anybody had good results with sulfanilamide 
in such cases? I have seen several references to its use in the notes of society 
meetings but have had no chance to try it. 


Dr. THomMaAs ButTTerwortH, Reading, Pa.: In 1 case I obtained a good 
response. I think that some of the unfavorable reports on the various therapeutic 
agents used for Duhring’s disease are due to poor selection of cases. I remember 
2 cases in which I used chromium sulfate with remarkable results. The lesions of 
Duhring’s disease were unquestionable—large vesicles and bullae; and the same 
was true of the cases in which sulfanilamide was used. In some cases in which 
arsenic, chromium sulfate and sulfanilamide were used with disappointing results, I 
question the diagnosis. 


Dr. Jonn H. Stokes: I question the diagnosis here. The condition looks to 
me like either a factitial scratch eruption in a pruritic or a psychotic patient or 
diabetic prurigo. There is no grouping. The mere presence of pigmentation does 
not justify a diagnosis of Duhring’s disease. 


Dr. Frep D. WEIDMAN: My first impression was of acne urticata, but there 
is no rosacea, which usually accompanies it. The patient states that the condition 
began with vesicles, which is consistent with a diagnosis of acne urticata. In 
some cases there is polycythemia, so it might be worth while to make a red blood 
cell count. 


Blue Pigmented Scars Following the Use of a Hypodermic Needle in a 
Morphine Addict. Presented by Dr. Carrot: S. Wricut and Dr. Reusen 
FRIEDMAN. 


C. G., a white woman aged 65, presents innumerable bluish pigmented atrophic 
scars of irregular size and shape on all her extremities, the lower part of her chest, 
the abdomen and reachable parts of her back. The upper part of her chest, the 
neck and the face are uninvolved. The patient had rheumatic fever as a young 
woman and at the time received % grain (0.03 Gm.) of morphine sulfate hypoder- 
mically twice daily. She continued the practice until she was 44 years of age, when 
she underwent curative treatment for the habit. She has remained cured to date. 
The Wassermann and the Kahn reaction of the blood were positive. 


DISCUSSION 


Dr. Frep D. WEmpMAN: I agree with the diagnosis. In the final analysis this 
case is one of hemosiderosis. There is iron pigment—iron rust—under the skin. 
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iyx. ISADORE ZUGERMAN: I saw an interesting condition in a patient who had 
given himself the injections through his coat sleeve. The pigmentation was thought 
to be due to the dye of the coat and was similar to that of this patient. I asked 
this woman, however, if she raised her sleeve before injection, and she said yes. 
This, however, may not be true. 

Dr. Frep D. WEIDMAN: I studied skin taken from a cadaver, so that there 
was an abundance of material. I stained some portions for iron and submitted 
some of the material to Dr. L. E. Gaul in New York. He analyzed it by the 
microspectroscopic method and stated that bismuth also was present. The situation 
in such cases may not be as simple as it is supposed. It may be that the presence 
of one metal, such as iron, in the tissues facilitates the deposition of some other 
metal. It might be interesting to determine whether there is also bismuth in this 
patient’s skin. 

Dr. REUBEN FRIEDMAN: She is being treated with a bismuth preparation at 
the clinic for syphilis. 

Dr. Frep D. WEmIpDMAN: Has the pigmentation become accentuated in the last 
two months ? 

Dr. REUBEN FRIEDMAN: I have not noticed a recent increase in pigment. She 
was referred to us from the orthopedic clinic for an opinion as to the discoloration 
of the scars. She had never before received treatment for her syphilis. 


Pemphigus Erythematodes (Senear-Usher Syndrome). Presented by Dr. J. 
M. ScHILDKRAUT, Trenton, N. J. 


C. G., a white woman aged 27, presents on the chest, abdomen and back 
numerous slightly raised mostly round or oval dark and light red crusted lesions 
about 1.5 to 4 cm. There are also lesions on the sides of her body and a few on 
her face. The initial lesion starts as a red flat blotch on the skin and when rubbed, 
as when the skin is washed, gives way like a flaccid vesicle. Itching is slight, and 
the Nikolsky sign is absent. The condition began about seven months ago with 
the development of reddish blotches on the chest and back. The patient went to 
her physician, who treated her for impetigo. Since there was no improvement, she 
went to another physician, who treated her for psoriasis. The patient has been 
given 49 Gm. (0.0016 Gm.) of arsenic trioxide, viosterol, splenic extract, starch 
baths and 1 per cent phenol in a cholesterolized skin oil locally. There has been 
little change in three weeks’ observation.. 


DISCUSSION 


Dr. Ropert L. Gi-man: This picture corresponds to my conception of the 
Senear-Usher syndrome, although the features of lupus erythematosus may be 
absent. The patient has geographic tongue; I do nct know how important that is. 
The disease is in an early stage, and more signs may be found later, but the fact that 
she has had this seborrheic eruption of the face seems to bring it into the Senear- 
Usher group. Whether the Pels-Macht test would shed any light, I do not know. 
It and biopsy helped in the case I reported (ArcH. Dermat. & SypnH. 24:84 
[July] 1931). 

Dr. Jonn H. Stokes: The condition is a classic example of Senear-Usher 
syndrome to me. I saw 7 examples of this disease in a row—all thumbprints of each 
other. 

Dr. Carrott S. Wricut: In 1 case I observed, the condition cleared with 
alternate injections of iron cacodylate intravenously and of sodium gold thio- 
sulfate. So far as I know the patient has been well for the past three years. 


Trichotillomania. Presented by Dr. IsaporE ZUGERMAN. 


F. G., a white woman aged 21, normal and intelligent, presents hair closely 
cut, together with areas of alopecia. There is no evidence of disease except pos- 


M. 
on 
on 
3 

to — 
. 
is 
de 
od 
ic = 
er 
of 
ne 4 
ch : 
I 
to 
or 
€s 
re 
yn 
in 
a 
N 
ic 4 
be 
n 
e. 
is 


652 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


sibly seborrhea. The condition began at the age of 10 years. The patient was 
difficult to manage at school. At that time she and her classmates began pulling 
their hair. The patient is married and has one child. The Wassermann reaction 
of the blcod was negative. 

DISCUSSION 

Dr. Ropert L. GirMAN: Has she been seen pulling her hair? Does she admit 
that she does it? Is this diagnosis not inferential ? 

Dr. Frep D. WempMAN: I do not think trichotillomania completely satisfies 
the diagnosis by now. The condition doubtless began as trichotillomania, but | 
think the sparseness of the hair is now due to something in addition to the simple 
removal of the hair. If the scalp is examined with the lens, between the hair 
shafts can be seen simply a few empty follicular orifices, and I surmise that as the 
result of the continual extraction of hairs fibrosis has resulted, with permanent 
atrophy of the hair follicles. I imagine that if this young woman’s scalp could 
be put in a bandage there would not be a complete regrowth of hair. This js 
reasonable on the basis of her eleven years’ performance. 

Dr. Joun H. Stokes: I am supposed to have made the original diagnosis of 
trichotillomania when the patient was seen ten years ago, but I would not make it 
now on the present appearance. At that time she was a psychotic type; there was 
no difficulty in recognizing her negativistic attitude and separation from reality, and 
these manifestations were on the increase. She went to a dermatologic clinic, from 
which she was sent to a psychiatrist, who thought he had succeeded in breaking 
her of the habit. That behavior is part of the schizoid makeup of such persons. 

Dr. IsaporE ZUGERMAN: On examining the patient carefully, I noticed that 
she seemed pleased that she pulled her hair out. She did not seem unhappy because 
of the disfiguring ccndition. She told me her child was in the hospital with scarlet 
fever, and she seemed pleased about that—not anxious as a mother would naturally 
be over a sick child. That impressed me. Then I noticed that her reactions were 
similar to the somatic delusions of dementia praecox. She seems to want to pull 
her hair out because she likes to do it, and nothing is going to change her. 


Urticaria Following Physical Exertion. Presented by Dr. J. M. Scump- 


KRAUT, Trenton, N. J. 
T. D. H., a white boy aged 17, states that two years ago urticaria began to 
develop after each physical exertion, such as running or playing baseball. Appli- 
cation of heat or cold to the skin does not produce urticaria. He has been given 
calcium gluccnate and tablets containing phenobarbital, gynergen and a preparation 
of belladonna leaf, without benefit. 


DISCUSSION 


Dr. Carrott S. Wricut: The condition looks more like miliaria than anything 
else, but it is hard to account for its rapid development. 

Dr. Ertco Ursacu (by invitation): It is difficult to say what to do in such 
cases. In nearly every case I have observed there was a different cause: Some- 
times it is intestinal: scmetimes it is connected with disturbances of the endocrine 
glands. The patient told me he always gets the trouble after taking a bath or 
after becoming warm. 

Dr. Rosert L. Grrman: I think in such a case one might investigate the effect 
of acetylbetamethylcholine hydrochloride (mecholyl). 

Dr. Frep D. WemMan: In any urticaria I never fail to remind the student 
physicians of the possibility of the infestation by parasitic worms, because it may 
be so easily forgotten. Every now and then a parasitic urticaria does crop out. 
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Cheilitis (Contact). Presented by Dr. L. G. Bernuauer, Pittsburgh. 


P. K., a white woman aged 22, presents a recurrent edematous exfoliating 
eruption of both lips of twelve months’ duration. The eruption began after a 
nervous breakdown one year ago, when the habit of biting the lips was developed. 
Recurrent attacks with soreness of the tongue and mouth have been noted since 
the onset. General weakness and fatigue with anorexia and slight loss in weight 
accompany the eruption. 

The lips present an acute, rose red, edematous, granular exfoliaticn, with 
patent sievelike orifices, through which a mucoid sticky discharge exudes. At 
the initial examination a moderate erythematous dermatitis involving the perioral 
skin, together with a decided pallor of the lips and adjacent mucous membrane, 
and glazed inflammation of the lip and sides of the tongue were present. 

All forms of contact irritation were inquired into, but nothing contributory 
except frequent changes in tooth paste was elicited. The Kahn reaction was 
negative. Examination of the blood showed 3,640,000 erythrocytes, 7,200 leuko- 
cytes and 65 per cent hemoglobin; the differential count showed 66 per cent 
polymorphonuclears, 21 per cent small leukocytes, 12 per cent large leukocytes 
and 1 per cent eosinophils. Fractional gastric analysis showed 75 per cent total 
acid and 34 per cent free hydrochloric acid. Urinalysis showed no abnormality. 
Patch tests with Ipana, Colgate, Watkins and Forhans tooth pastes gave negative 
results. A test with Kolynos tooth paste gave a positive result. This paste contains 
alcohol (95 per cent), 18 parts; thymol, 0.2; saccharin, 0.35; oil of eucalyptus, 
1.30; oil of peppermint, 1.42; benzcic acid, 0.3; glycerin; 28.42; hard soap, 20, and 
precipitated calcium carbonate, 30. Patch tests with all ingredients except thymol 
gave negative results; a test with that preparation produced a positive result. 


Tumor of Pregnancy (Hypertrophic Gingivitis). Presented by Dr. C. L. 


Scumirtt, Pittsburgh. 
F, B., a white American woman aged 29, presents a redundant flesh-colored 
mass on the area of the right lower lateral incisor and bicuspid on the lingual side. 
This mass was first noticed by the patient four months ago. At that time 
she was four months pregnant. Four years ago a similar mass appeared during 
her only other pregnancy. 
In differential diagnosis epulis and granuloma pyogenicum were considered. 
Microscopic section showed only granulation tissue with superficial ulceration. 


Tumor of Pregnancy. Presented by Dr. C. L. Scumirt, Pittsburgh. 


D. A., a white woman aged 21, presents a tumor protruding between the 
upper central and lateral incisors, the diameter of which on the labial surface 
is approximately 0.6 cm. On the lingual side the protrusion measures approxi- 
mately 1 cm. in diameter. In this area it is more elevated, is attached to the 
mucous membrane and the palate and does not protrude between the teeth. The 
tumor is flesh colored and firm to the palpating finger. 

The tumor was first noticed approximately eight months ago, at which time 
the patient was two months pregnant. As the pregnancy progressed the tumor 
enlarged. Approximately eight days post partum the mass diminished greatly 
and since then has been gradually getting smaller. There have been no subjective 
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symptoms except that when pressure is made on the tooth, such as in biting, 
there is moderate pain. 


DISCUSSION OF TUMORS OF PREGNANCY 


Dr. A. R. Woopsurne, Grand Rapids, Mich.: These 2 cases definitely belong 
under the heading of hypertrophic gingivitis. The microscopic section showed 
an acute inflammatory reaction without the vascular hypertrophy of true pyogenic 
granuloma. This hypertrophic gingivitis may have many causes. Several physi- 
cians in New York have reported its occurrence during pregnancy. Other 
endocrine disturbances also produce the condition. It must be distinguished from 
ordinary pyogenic granuloma cf the mouth, particularly that on the peridental 
membrane which draws up beside and around the teeth. True hypertrophic 
gingivitis is more diffuse, comes up from the gingival ridge and may extend 
over a considerable area of gingival mucous membrane. There are nonspecific 
types of hypertrophic gingivitis due to chemical irritation and to chronic irritation 
by calculus, and nonhemolytic organisms produce a hypertrophic gingivitis which 
is not distinguishable from that shown. The old term epulis is now generally 
limited to the benign giant cell tumors of the mouth. In the older textbooks 
epulis was a rather indefinite term for many tumors of the mouth, both inflam- 
matory and neoplastic. I think it should be confined to the benign giant cell 
tumors. 

Lesions that occur during pregnancy subside without treatment after delivery, 
although some of them take a considerable time—several months. True pyogenic 
granuloma, of which this lesion is not an example, requires thorough coagulation, 
including the small area of origin on the peridental membrane, or extraction 
followed by antiseptic medication. Acute or subacute gingivitis responds best to 
rather mild antiseptic medication. The usual medicines, such as neoarsphenamine, 
usually produces good results on lesions caused by low grade dental irritation. 
The best response is to saline solutions or dilute hydrogen peroxide. One of 
the most important measures in handling these conditions is thorough dental 
prophylaxis until removal. The dentist should not use ordinary prophylactic 
means, such as the electric wheel with emory, which I think continues the 
irritation. Careful prophylaxis with blunt instruments is important. Lesions 
that are destroyed during pregnancy ordinarily recur. If the destruction is left 
until after pregnancy, there is no recurrence. 

Dr. C. L. Scumirt, Pittsburgh: As far as the classification of these tumors 
is concerned, some of the newer texts, particularly the dental texts, classify these 
tumors which occur during pregnancy as epulis granulomatosus. They cccur 
most commonly in the early months of pregnancy and in young women. They 
have a tendency to recur if not completely removed. They may not recur until 
the next pregnancy, or they may recur if the patient is not pregnant. I agree 
with Dr. Woodburne that some form of mechanical irritation is the cause. Some 
endocrine disturbance may allow such factors to become more predominant during 


pregnancy. 


A Case for Diagnosis (Arsenical Keratoses?). Presented by Dr. S. R. 
CouHEN, Pittsburgh. 


J. T., a Negro aged 30, presents diffuse keratosis of the palms and soles with 


_numerous elevated keratotic papules. Scattered over the body are pinhead-sized 


and slightly larger depigmented somewhat depressed areas, most noticeable on 
the chest. The eruption is itchy at times. It began eighteen months ago as an 
increase in the depth of color about the neck and chest. This was followed by 
punctate depigmentation. About six months ago the eruption appeared on the 
palms and soles. The patient states that he has not had a syphilitic infection, 
and his Kahn reaction was negative, but he was given three injections of 
arsphenamine nine years ago. Histologic examination of a palmar lesion showed 
simple hyperkeratosis. A depigmented lesion from the chest showed decided 
epidermal atrophy and diminution of pigment. 
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A Case for Diagnosis (Dermatitis Medicamentosa?). Presented hy Dr. 
G. J. Busman and Dr. Francis Arno Hecarty, Pittsburgh. 


-. B., a white woman aged 25, has always been in geod health. She 
completed her course of nurses’ training and subsequently practiced nursing 
without interruption due to sickness. 

General physical, neurologic, rhinolaryngologic and endocrine examination 
revealed nothing of note. 

She presents many raised inflammatory edematous pustular crusted nodules 
varying in size from that of a pea to that of a hickory nut on the arms, shoulders, 
face, legs and thighs. There are also many scars and involuting lesions. 

A blood count on Dec. 29, 1938, showed 5,770,000 erythrocytes, and 10,800 
leukocytes, with 69 per cent polymorphonuclears, 6 per cent eosinophils, 15 
per cent lymphocytes, 9 per cent transitional forms and 1 per cent myelocytes. 
On March 6, 1939, there were 5,030,000 erythrocytes and 9,400 leukocytes, with 
63 per cent polymorphonuclears, 6 per cent eosinophils, 2 per cent mast cells, 
27 per cent lymphocytes and 2 per cent transitional forms. The urine was normal, 
with no trace of iodides or bromides, on two determinations. The Wassermann 
and the Kahn reactions of the blood were negative on three occasions. 

Histologic examination showed hypertrophy in the epidermis with an increase 
in the prickle cell layer. There was slight infiltration of the epidermis by a 
few polymorphonuclear leukocytes and round cells. This began just beneath 
the stratum corneum. The cutis was diffusely and heavily infiltrated by many 
round cells, along with some polymorphonuclear and large mononuclear cells. 
There were occasional eosinophils. Some of the mononuclear cells showed mitotic 
figures. This inflammatory reaction, of which the bulk consisted of cells of the 
exudate, extended into the subcutaneous tissues. Special methylene blue and 
phloxine stains failed to show evidence of a myeloid leukemic infiltration, tumor 
growth was not evident, and the reaction was not specific. 

The condition began in November 1938 as small inflammatory papules; these 
became larger and pustular, formed crusts and then gradually involuted. New 
lesions are still forming. She has not been “sick” and has continued to work. 
There is no history of ingestion of drugs, iodized salt or bromides. Treatment 
has consisted only of increasing the sodium chloride intake above normal, forcing 
fluids, salicylate medication and soothing local applications. 


DISCUSSION 


Dr. Howarp T. Puitirps, Wheeling, W. Va.: I cannot agree with the 
diagnosis as suggested. To me this picture is a good example of self injury to 
the skin for some reason or other. The patient denies having made the lesions 
but admits picking them after they start. As proof of this she has practically 
no corneal reflexes, and the pharyngeal reflexes are absent. She has no lesions 
on parts of the body not readily accessible. Some one said that he had not seen 
such piled-up lesions. I have seen them much more so. I should offer the 
diagnosis of dermatitis factitia. 


Dr. W. H. Guy, Pittsburgh: I should like to make a diagnosis of dermatitis 
nodularis necrotica. 

Dr. WERNER W. DUEMLING, Fort Wayne, Ind.: I subscribe to the suggestion 
of Dr. Guy, The diagnosis apparently is made in the history in the description 
of the eruption as inflammatory and nodular and ending with scars. All this 
would fit into the description of dermatitis nodularis necrotica. There is no 
history of ingestion of bromides or iodides. Seeing the new lesions, I think that 
the eruption is highly inflammatory, indicating that the lesions come out in crops. 

Dr. Frep Wise, New York: I agree with the last two speakers. The 
natural diagnosis is the one just mentioned; namely, a dermatitis microscopically, 
with nodular lesions on the face and necrotic lesions on the body. It at least 
fits the name. The point against the diagnosis is the absence of lesions in the 
mouth. In every case reported there have been lesions in the mouth, which this 
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patient never had, Another point against the diagnosis is the absence of true 
purpuric lesions, and a third point is the absence of illness. In the majority 
of cases in which the diagnosis was confirmed the patient was sick. 

Dr. F, J. Etcuentaus, Washington, D, C.: I do not agree with the diagnosis 
of self-induced eruption, in spite of the location. I have observed only 1 case 
of dermatitis nodularis necrotica, and the lesions started deep, almost in the fat. 
Furthermore, microscopic examination showed thrombosis of the vessels. I do 
not know what the disease is, and it may subsequently show deeper lesions, but 
at the present time it does not fit my conception of that diagnosis. 

Dr. G. J. BUSMAN, Pittsburgh: I have had the patient under weekly observa- 
tion and have not treated her except to prescribe an excess of sodium chloride. 
I thought of dermatitis nodularis necrotica, but most of all of a drug eruption, 
This girl is better today than she was a month ago. She does not have the severe 
pruritus of dermatitis nodularis necrotica. I do not believe the lesions are 
factitious because I have seen many new lesions without evidence of chemical or 
self-induced trauma—a small erythematous macule developing from a papule to 
a nodule and then disappearing. I believe this girl will go on to complete 
recovery. I am still of the opinion that she has taken iodides which she probably 
does not recall and that there is still a focus from which constant excretion 
produces a bromide or iodide type of rash. 


Sickle Cell Anemia. Ulcer on the Leg. Presented by Dr. F. J. Kraven, 

Pittsburgh, 

J. L., a Negro aged 27, presents a single elongated shallow round ulcer on 
the inner surface of the right leg. The lesion resulted from an injury about 
two years ago. Although only 27 years of age, he complains of absolute 
impotence. This symptom, plus the presence of the ulcer on the leg, aroused 
the suspicion of sickle cell anemia. Study of the blood proved this to be the 
correct diagnosis. A fresh blood smear showed 50 per cent sickling within one 
hour and approximately 100 per cent in four hours. Further study of the blood 
revealed 55 per cent hemoglobin, 14,900 leukocytes and 2,950,000 erythrocytes, 
a color index of 0.95, moderate anisocytosis, a moderate number of polychromo- 
phils, slight achromia, an occasional pessary form, a moderate number of 
microcytes and a decided shift to the right in polymorphonuclear leukocytes. 
Numerous erythrocytes had nuclear remnants. 


DISCUSSION 

Dr. JosepH M. Suerton, Washington, Pa.: This patient first presented himself 
several weeks ago because of a shallow serpiginous ulceration on the lower part 
of the leg. Several physicians suggested sickle cell anemia because a case had 
been reported rather recently in the Arcuives (38: 1000 [Dec.] 1938). As far 
as treatment goes, there is nothing specific for sickle cell anemia. 

Dr. Harotp R. Vocer, Pittsburgh: Sickle cell anemia is resistant to all forms 
of treatment. Measures as radical as blood transfusion and extensive treatment 
with liver extract have been used with little or no success. This man has not 
been studied for enlargement of the heart or spleen. The case is presented merely 
as an instance of an external sign of sickle cell anemia. 


Scleroderma. Presented by Dr. Bernuarp A. GoLpMANN, Pittsburgh. 


F. R., a white girl aged 18, was first admitted to the clinic complaining of 
“numbness, dryness and hardening of the skin of the fingers, hands and forearms.” 
She stated that she first noticed these changes about four months before and 
that they began with a slight exfoliation of the skin of the fingers and progressed 
to the present state. The menses began at the age of 15, and her periods have 
occurred every two or two and one-half months, They are usually characterized 
by a moderate amount of dysmenorrhea and scanty flow, lasting two days. A 
history of frostbite some years ago was obtained. 


; 

4 

ri 


TRANSACTIONS 657 


SOCIETY 


‘he patient presents an eruption involving the hands, arm and face. The tips 
of the left middle and ring fingers are involved by necrotic ulceration. All the 
finwcrs vary in color from normal to pale and cyanotic. The skin is tense, leathery 
and shiny, This tenseness extends to the hands, forearms and elbows, producing 
limitation of motion, The face and neck are involved to a lesser extent. Except 
for cutaneous changes the physical examination showed no abnormality. 

On Feb. 7, 1939, a roentgenogram of the bones of the fingers and hands 
showed no evidence of disease. A roentgenogram of the skull showed a normal 
sella turcica and no evidence of changes in the bones. The basal metabolic rate 
on January 31 was +56 per cent, and on February 7, +65 per cent. Pancreatin, 
10 vrains (0.65 Gm.), and dilute hydrochloric acid, 10 drops, were ordered to 


be taken after meals, 
Definite improvement is apparent at the time of presentation, 


Scleroderma (Diffuse, Symmetric Type). Presented by Dr. Apranam 
McKeesport, Pa. 

G. C., a girl aged 15, of Polish extraction, presents a fairly generalized tan 
to yellowish ivory-like waxy involvement of most of the skin. The extremities 
are characteristically hidebound, and the skin is immobile. The toes, the fingers, 
most of the face and the neck are not involved. 

The first area involved was the left forearm, in October 1937. Subjective 
symptoms include a sense of tightness and pain on motion of the affected areas. 
This pain is worse during cold weather. 

The blood count, chemical analysis of the blood, urinalysis, serologic tests 
and the dextrose tolerance test all gave normal results. The vitamin C tolerance 
test showed a slightly decreased value on two occasions. The basal metabolic 
rate was +24 per cent. 

Histologic examination showed the epidermis to be slightly thinned, with 
definite flattening of the rete cones. The corium showed a great increase in 
collagen, with almost complete obliteration of appendages; a few remnants of 
hair follicles and coil glands remained. Scattered lymphocytes were seen arcund 
the relatively few blood vessels. In several areas the condensed collagen showed 
signs of basophilic degeneration. 

lontophoresis with acetylcholine for four months ‘produced no improvement. 

For the past four months she has been receiving insulin-free pancreatic extract, 
as recommended by Sellei. The dose was 2 cc. daily for six weeks and 2 cc. 
twice weekly thereafter. At the end of six weeks’ administration there was 
decided improvement. The chest and back were not so hidebound. The motion 
of the fingers, which had been limited, is now free enough so that the patient 
can dress herself. She has had great difficulty in climbing stairs, owing to 
stiffness of the skin about the knees, but this condition has disappeared since 
this new treatment was_ instituted. 


Localized Scleroderma. Presented by Dr. AprAnHAmM Fisuer, McKeesport, Pa. 


C. B., a white American girl aged 7 years, presents a depressed band of 
hyperpigmented and depigmented inelastic skin extending from the tip of the nose 
to the scalp, 

She was first seen at the Pittsburgh Skin and Cancer Foundation on Aug, 27, 
1932. At that time the lesion was of six months’ duration. According to the 
history, it began on the forehead and later extended to the nose. 

A roentgenogram on Feb, 21, 1938, was described as follows: “In the 
anteroposterior view of the head immediately to the left of the midline and 
running continuously with it from the lower edge of the frontal bone on over 
the vault and back through the parietal bone there is an indefinite area in which 
there is definite rarefaction. When viewed laterally the inner table of the skull 
apparently is absent, leaving a thin layer of bone over the frontal area, progressing 
in thickness toward the occipital area.” 
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The basal metabolic rate was —26.5 per cent and —21 per cent on two 
determinations. Chemical analysis of the blood, serologic tests and the blood 
count gave normal results. Treatment has consisted of administration of thyroid 
extract and pancreatic extract. 


Acrosclerosis. Presented by Dr. ABRAHAM FisHER, McKeesport, Pa. 


B. T., a white woman aged 48, presents generalized scaly erythroderma. 
She was first seen at the Pittsburgh Skin and Cancer Foundation on April 2, 
1938, and at that time the picture was similar to the present one, but both the 
erythema and the scaling were much more prominent. On admission she had 
an involvement of the entire cutaneous surface, including the nails. The face 
had a pinched expression, and there was apparently a loss of subcutaneous tissue. 
The fingers were stiff, and the finger nails were dull, thick and convex from 
before backward and from side to side. There was apparently no loss of hair. 

In December 1935 a dry scaling itching eruption developed on the dorsal 
surface of the right hand. This gradually spread until at the end of six weeks 
the entire body was involved. She had been a patient at several hospitals and 
clinics. While at the Cleveland Clinic Foundation Hospital she had complained 
of gastrointestinal symptoms and pain in the right lower quadrant of the abdomen. 
Exploratory laparotomy showed nothing except fatty degeneration of the liver. 
Histologic study of a lymph gland showed a nonspecific hyperplastic reaction 
with considerable fibrosis. Histologic study of the skin at the Cleveland Clinic 
Foundation Hospital showed considerable acanthosis, with a mild nonspecific 
infiltration of the corium. Her condition remained the same in spite of various 
forms of treatment. 

Since the onset there has been constant pain in the right lumbar region. 
Pyelograms showed some ptosis of the right kidney, but four different urologists 
discounted the ptosis as the cause of any pain. 

In the laboratory at the time of admission normal findings were obtained 
on urinalysis, blood count, chemical analysis of the blood and serologic tests. 
The basal metabolic rate was +27 per cent on four consecutive days. Examina- 
tion of the finger nails and toe nails for arsenic gave negative results. The 
sedimentation rate was normal. Examination of the stool showed no abnormality. 
The vitamin C level and tolerance were normal. The biophotometer showed a 
normal amount of vitamin A. 

Roentgenograms of the chest were normal. The films of the hands showed 
the shafts of the long phalanges and the metatarsal bones to contain a greater 
amount of calcium than normal, whereas the ends of the bones were decidedly 
decalcified. The articular spaces were normal. The films of the feet showed 
the bones to be normal. A retrograde pyelogram showed slight early hydro- 
nephrosis due to angulation of the ureter on the right side. 

Histologic study of the skin on Nov. 3, 1938, showed hypertrophy of the 
epidermis with an indefinite low grade infiltration in the corium. Microscopic 
study of a section of the deltoid muscle showed normal muscle tissue. Oscillo- 
metric studies of the extremities showed the arterial supply to be adequate. 
Examination of the teeth showed no abnormality. 

The condition remained stationary, and in October 1938 injection of insulin-free 
pancreatic tissue was started. Two injections a week have been given since that 
time. The scaling has decreased greatly, and the skin of the face has become 
more elastic. 


DISCUSSION OF CASES OF SCLERODERMA AND ACROSCLEROSIS 


Dr. G. W. BinKtey, Cleveland: I should like to single out the last case 
and say that there is perhaps sclerosis, but that it is possibly secondary, because 
it does not fit the theory that Sellei worked out. Ordinarily acrosclerosis might 
begin on the hands and on the forehead and perhaps on the feet and would be 
a symmetric process. The cutaneous changes with hidebound atrophy produce 
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charges in pigmentation. I looked the patient over and saw telangiectasia. The 
stri) ing feature in this case seems to be a unilateral exfoliating dermatitis, and 
ever’ though histologic examination of the lymph nodes and skin showed no 
abuormality, I should reserve the diagncsis of lymphoblastoma and suggest 
further observation. 

Dr. G. J. Busman, Pittsburgh: I saw this woman three and one-half years 
ago, at which time she worked in a local department store. She had scratched 
her wrist on a price tag on dyed curtain material. It became infected, and in 
abcut a month an intense generalized erythema developed. She worked with 
arsenic-dyed draperies and wallpaper. The woman was extremely ill. She was 
hospitalized, with elevation in temperature, rapidly developing exfoliative derma- 
titis and enlargement of the liver. She received a long course of treatment with 
sodium thiosulfate and gradually improved to about the present condition. She 
went through compensation court, and I lost track of her. My criginal diagnosis 
was of acute arsenical exfoliative dermatitis of occupational origin. 

Dr. Frep Wise, New York: I suppose it is natural to call attention to the 
fact that these cases represent different clinical entities. If microscopic sections 
were taken in all of them, the changes in the corium and elastic tissue would 
probably be similar. Clinically, of course, the conditions are different. The child 
with the lesion on the forehead has so-called saber slash. It is usually not 
susceptible to cure. The differential diagnosis which Sellei mentioned in three 
or four articles must be considered. He stated that acrosclerosis is to be dif- 
ferentiated from scleroderma, and that acrosclerosis begins not on the hand but 
on the anterior portion of the forearm between the wrist and the elbow and 
advances distally toward the hand. I saw some of Sellei’s patients in Budapest, 
Hungary, and had an idea that he was right about some but not all of his 
distinctions. I started to study his cases and decided that he was right about 
acrosclerosis—that the disease does begin on the forearm. “He is, in my opinion, 
wrong about the differential diagnosis between scleroderma in certain cases and 
Raynaud’s disease. For example, in 1 case of this group there is evidence of 
hyperemia on the forearms and in another case there is evidence of anemia. 
The capillary microscope would easily show the differential diagnosis, at least 
the differentiation between scleroderma and Raynaud’s disease. In 1 of the cases 
there is definite ulceration of the finger tips. Everybody here knows that 
sclercderma and sclerodactylia cannot be differentiated from Raynaud’s disease 
at times. Therefore, I think that the rational therapy in these cases must vary 
greatly. In 1 case the pancreatic extract devoid of insulin might do good, and 
in the other it might do harm. I sent patients to the clinic for the treatment 
of vascular disease, where Drs. I. S. Wright and A. W. Duryee seemed to have 
better results by iontophoresis with mecholyl (acetylbetamethylcholine hydro- 
chleride) than by any other method. 

Dr. M. W. RuBeENSTEIN, Pittsburgh: I might ask Dr. Wise why he considers 
scleroderma in that group affecting the scalp. 

Dr. Frep Wise, New York: I did not make myself clear. I say that the 
morphea extending from the nose to the skull is congenital. It belongs to the 
group of nevoid changes. Morphea is sometimes followed by so-called hemiatrophy, 
but this case is one of mediatrophy instead of hemiatrophy. 

Dr. ABRAHAM FiIsHER, McKeesport, Pa.: Concerning the case of acrosclerosis, 
Sellei in 1931 gave the differential diagnosis between so-called scleroderma and 
acrosclerosis, stating that acrosclerosis is caused by disturbance of the central 
nervous system, and scleroderma, by disturbance of the pancreas, duodenum and 
stomach. He based his treatment on this differentiation. He treated scleroderma 
with insulin-free pancreatin, and he thought he obtained good results with sclero- 
derma but not with acrosclerosis. He showed where acrosclerosis develops on 
the extremities. In the roentgenogram of C. B., there is an area of definite rare- 
faction extending from the frontal back through the parietal bone, and the inner 
table is missing. The skin is rather rubbery. It does not feel as hard as it looks. 
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This is well shown in the histologic slide. There was acanthosis; the pegs were 
not flattened, and the appearance was altogether different from that of ordinary 
scleroderma, In the case of the diffuse symmetric type iontophoresis with 
mecholyl has been used before. Whether the present picture reptesents a natural 
remission, prone to occur, especially in the childish formative scleroderma, js open 
to question. There is definite improvement. In the first case of scleroderma, there 
is softening. 


Generalized Erythroderma. Mycosis Fungoides (Prefungoid). Presented 
by Dr. G. J. BusMAN and Dr. Francis Arno Hecarry, Pittsburgh. 


A. T., a white man aged 38, states that prior to the onset of the present eruption 
in 1929 he had always been in good health and had worked continuously in a 
steel mill, 

He is moderately emaciated and practically blind, with extensive corneal 
scarring. Other than this, general physical examination showed no abnormality, 

He presents a universal diffuse thickened scaly inflammatory fissured hyper- 
keratotic dermatitis without any localized infiltrates or nodules. The primary 
picture is apparently a diffuse inflammatory reaction without a tendency to discrete 
follicular or papular lesions, 

In September 1938 the blood count showed 85 per cent hemoglobin, 4,300,000 
erythrocytes and 14,000 leukocytes, with 70 per cent polymorphonuclears, 9 per 
cent lymphocytes, 5 per cent monocytes, 1 per cent myelocytes and 15 per cent 
eosinophils. Chemical analysis of the blood, urinalysis and gastric analysis showed 
normal results, The basal metabolic rate was —9 per cent. 

Histologic examination showed a much thickened epidermis, with marked pro- 
longation of the rete pegs and some hyperkeratosis. The prickle cell layer showed 
areas of edema, with infiltration of lymphocytes and polymorphonuclear leukocytes, 
In one place the edema was severe enough to amount to cystic degeneration. The 
cutis showed fibrosis in which lymphocytes, plasma cells and eosinophils were 
noted, These generally lay just beneath the epidermis, and the collections were 
not large, and the cellular exudate was not heavy. 

This condition began in 1929 as generalized “eczema.” During the early years 
of involvement there was some tendency to remission under treatment. Since July 
1936 treatment has consisted of roentgen irradiation to the limit of tolerance, auto- 
hemotherapy, foreign protein therapy, dietary regulation, internal medication of 
various types, alministration of ethyl chaulmoograte and of autovaccine and 
removal of foci. Allergic studies have been carried out. In January 1937, after 
a prolonged course of roentgen rays, he showed the most improvement. Compli- 
cations during treatment were corneal ulcers and hemorrhoids. 


Mycosis Fungoides. Presented by Dr. W. H. Guy and Dr. Frepertck Amsuet, 
Pittsburgh. 

B. S., a Negress aged 42 was seen for the first time on July 15, 1930. At 
that time she presented whitish depigmented areas of various shapes and sizes, 
scattered over the entire body and face. On the trunk there were pinkish red 
elevated patches with urticaria-like borders. Several diagnoses were considered, 
among them leprosy, syphilis and mycosis fungoides. Her face had a leonine 
expression and there was a tendency to thickening of the outer edges of the eye- 
brows. Several nasal smears showed no lepra bacilli, There were no points of 
anesthesia. The Wassermann reaction of the blood was negative. Repeated blood 
counts showed an eosinophil level ranging from 2 to 43 per cent. A definite 
diagnosis had not been made at that time. Later the eruption presented a typical 
picture of mycosis fungoides, and roentgen treatments produced considerable relief. 
The eruption almost disappeared. Within a short time it again became so severe 
that the patient was hospitalized. A blood count at this time was normal, except 
for a slight increase in eosinophils. 
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folowing picture: Scattered over 


+ this time the patient presents the 


. the ody, but most prominent over the upper half, are many well defined round 
ith O1 val infiltrated scaly plaques with slightly elevated margins. I hese lesions - 
ral rave in diameter from a few centimeters to several inches. Many of them closely ; 
en rescible eczema, On the lower border of the chest the eruption consists of a 
re lone wavy band about % inch (0.6 cm.) wide, extending from the midline 
antcriorly around the front and side. These lesions are intensely pruritic. Over 
the trunk are many depigmented areas, the site of former lesions. : 
ilistologic section revealed parakeratosis, moderate acanthosis and edema in the : 
ed epidermis. Mostly in the papillary zone were edema and vascular dilatation with 
difiuse and perivascular lymphocyte and plasma cell infiltration. A specimen 
on remcved eight months later showed parakeratosis and decided acanthosis with : 
a parenchymatous and interstitial edema in the epidermis. One or two microscopic ; 
vesicles containing the elements of the infiltration were noted, a 
al In the upper part of the corium was a rather dense diffuse and perivascular 
7. infiltration of round and plasma cells with considerable degeneration of the elements 
r- of the infiltration producing a polymorphous appearance. 
te A Case for Diagnosis (Mycosis Fungoides?). Presented by Dr. Howarp T. 
Puitties and Dr. Jonn C. Kerr, Wheeling, W. Va. 
. J. Bis white man aged 75, presents about seventeen lesions varying in size 
" from that of a dime to that of a dollar over the front and back of the trunk ; these 
d began five months ago. They appear first as small flat pinkish spots, which later 
| become indurated and then crusted. The lesions are not itchy, but there is gen- 
eralized severe pruritus, 
P The Wassermann and the Kahn reaction were negative, The blood count showed 
d 4,070,000 erythrocytes and 7,250 leukocytes, with 68 per cent polymorphonuclears, 
i 6 per cent large lymphocytes, 18 per cent small lymphocytes, and 8 per cent large 
mononuclears. The hemoglobin concentration was 80 per cent. 
, Histologic examination of a section showed the epithelium to be thickened, 
. irregular and edematous, with exudate and crusting. In the upper part of the 
corium there was a massive cellular infiltrate chiefly composed of small round 
. cells and many plasma and mast cells; there was also endothelial proliferation. 
; DISCUSSION OF CASES OF MYCOSIS FUNGOIDES 
1 Dr. Cyrm K. Varape, Detroit: The Negress stated that she had taken 
preparations in the phenolphthalein group. 


Dr. Paut E,. Becuet, New York: In spite of the fact that the patient may 
have taken phenolphthalein, the lesions are not deeply colored. Usually thé lesions 
of a phenolphthalein eruption are rather violaceous or if not are smaller than these 
and rarely if ever as infiltrated. In view of the infiltration and the geometric 
configuration of the lesions, I believe that this eruption is a clearcut mycosis 
fungoides. 

Dr. H, L. Baer, Pittsburgh: The presence of 2 to 43 per cent eosinophils in 
the blood of the Negress brings to mind a case that I observed about six years 
ago, that of a white woman with a rash almost similar to what this woman has. 
It was discovered that she had tapeworms, and after their eradication the lesions 
cleared, I believe the condition should be put in the group of lymphoblastoma 
until another diagnosis is proved. I suggest that her stool be examined. 

Dr. H. J. Parkuurst, Toledo, Ohio: In Drs. Phillips and Kerr’s case there 
are some small erythematous patches about the upper part of the trunk which may 
have been patches of mycosis fungoides, but lower down there are some patches 
the size of a large coin which look more like superficial epitheliomas. In view 
of the many keratoses on the trunk, I should be inclined to subscribe to the 
diagnosis of superficial epitheliomatosis with possible mycosis fungoides, since 
lesions typical of both diseases are present. 
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Dr, J. Eocar Fisner, Cleveland; I agree with the remarks of Dr. Parkhurst, 
There are typical keratoses of the precancerous type, 

Dr. F. J, Ercuentaun, Washington, D. C.; I do not believe that the 
erythematous lesions have anything to do with the keratoses. They have been 
present for many years. The patient states definitely that the lesions on the neck 
and those on the chest appeared within a short time of each other and both 
developed some time since last December, which makes the duration short for 
an epithelioma of that size. Furthermore, the microscopic picture showed nothing 
from which to make a diagnosis of epithelioma, but it could well fit in with a 
lesion of the type of early aleukemic leukemia. 

Dr. Howarp T, Priiirs, Wheeling, W. Va.: In closing, I should like to 
say that Dr, Eichenlaub is correct. When we saw the man about a month ago 
he had three lesions, the present group of lesions and another from which the 
biopsy specimen was taken, The others were macular. Now he has seventeen or 
or more raised lesions which have developed in one month, He had had the 
keratoses for many years, and they have nothing whatever to do with the con- 
dition he presents today. 


A Case for Diagnosis (Generalized Erythroderma). Presented by Dr. M. F, 
Petrtier, Beaver Falls, Pa. 

A, W. S., a white woman aged 40, presents an eruption which began three 
years ago on the back of the neck and spread rapidly to other parts. 

The ‘patient states that she is extremely weak. 

A dry scaly erythematous eruption covers most of the body except the face, 
hands and feet. The upper internal surfaces of the thighs are severely affected. 
The skin of the face and hands is smooth and firmer to the touch than normal, 

The spinal fluid was essentially normal. The tuberculin test gave a negative 
result. The stools showed no ova or parasites. The basal metabolic rate was 
+ 25, +13 and + 12 on three determinations. The sedimentation rate was 5 mm. 
in one-half hour and 13 mm. in one hour. Sugar tolerance was within normal 
limits, Urinalysis gave negative results. The blood count showed 4,630,000 
erythrocytes, 10,200 leukocytes, 85 per cent hemoglobin and a differential count 
of 64 per cent polymorphonuclears, 10 per cent transitional forms and 19 per cent 
eosinophils, The nonprotein nitrogen content of the blood was 27 mg.; the sugar, 
84 mg.; the chlorides, 473 mg. and the cholesterol 207 mg. per hundred cubic 
centimeters. The serum albumin was 3.6 mg. and the serum globulin 2.4 mg. 
The Kahn test was negative, Achlorhydria was present. 

Microscopic sections of skin from the forearm showed moderate parakeratosis, 
intracellular edema extending to the basement membrane and moderate spongiosis 
of the epidermis. In the corium there was a leukocytic perivascular infiltration 
with dilatation of the vessels, decided edema with separation of the collagen bundles 
and thinning of the upper papillary layer. 


DISCUSSION 


Dr. W. H. Guy, Pittsburgh: The patient has been under cbservation since 
1930. The condition at onset was an exzematous erythematous eruption. An 
early section removed was not particularly diagnostic; a later one was. There 
were inflammatory cells and plaques and considerable degeneration of the elements 
of infiltration in the upper part of the corium, It is remarkable that this condition 
in nine years has not progressed more than it has. A conservative amount of 
roentgen rays administered over a long period caused rapid disappearance of the 
lesions. The patient remained free for a considerable length of time, The 
disappearance of the lesions within a short time is significant. 

Dr. L. G. Bernuaver, Pittsburgh: I should like to add a few words to the 
history: About six months ago the patient was admitted to the hospital with a 
definite history of malnutrition, especially from the standpoint of protein intake. 
At that time the patient had hyperpigmentation of the inside of the groin and 
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the perianal, vulvar and abdominal regions. There were palpable nodules in the 
ipdoininal area, The microscopic section then was different—the epidermis was 
practically normal, There was a great diminution of the elastic tissue in the 


upper part of the corium, with focal areas of leukocytic infiltration. Numerous 
jarve mononuclear leukocytes and eosinophils were scattered throughout the middle 
and the lower third of the corium., A diagnosis of lymphoblastoma and Addison's 


discase was ruled out, and the question of vitamin deficiency was considered. 

lox. AprAnAM Fisner, McKeesport, Pa.: I think that this case shows a 
resemblance to my case of acrosclerosis. There is a beginning masklike appearance 
about the mouth, I do not know whether there is any absorption of the terminal 
phalanges. Acrosclerosis will have to be considered here, 

Dr. M. F. Perrier, Beaver Falls, Pa.: I believe that this case belongs in the 
same category as the 3 cases Dr. Fisher presented. The discussion of Dr. Wise 
and the others may perhaps lead to a diagnosis. Therapy to date has been of no 


avail, 


Idiopathic Multiple Hemorrhagic Sarcomas (Kaposi), Treated by Contact 
Roentgen Irradiation. Presented by Dr. C. L. Scumrrt, Pittsburgh. 


G. C., a Swedish man aged 67, was examined at the Pittsburgh Skin and Cancer 
Foundation on April 2, 1938, when he presented numerous small firm tender bluish 
red nodules on the feet and both legs below the knees. The lesions varied in size 
from that of a pea to that cf an almond, They had been present for about one 


year, 
Microscopic examination of two of the nedules confirmed the clinical diagnosis 
of Kaposi’s sarcoma, 

The location of the lesions was carefully charted, and on April 29, 1938, a 
nodule on the dorsum of the right foot was given contact irradiation in a dose 
of 1,620 roentgens. Subsequently seven other lesions were treated with 1,500 r, 
the dose established as sufficient to destroy an individual nodule. A decided reac- 
tion usually took place in about three or four weeks. None of the treated lesions 
have returned, The treated areas can be seen as flat hyperpigmented spots. 

Factors used in the treatment were 50 kilovolts, 4 milliamperes, 3 cm. distance 
and five minutes’ exposure, 


DISCUSSION 


Dr. C. L. Scumrrt, Pittsburgh: The main object in presenting this case was 
to bring out the type of treatment used. It is not frequent for Kaposi's sarcoma 
in such discrete small nodules to lend itself to this type of treatment. In arriving 
at the minimum amount of radiation necessary to destroy these lesions I used 
different doses on a series of nodules and concluded that 1,500 r was the least 
amount that would cause disappearance of all lesions. I figure that approximately 
300 r from the contact machine equals 1 skin unit. The atrophic scars of 
treated lesions present definite evidence cf the effect of treatment. 


Leukoplakia of Buccal Mucosa with Malignant Degeneration Treated 
by Contact Roentgen Irradiation. Presented by Dr. Josern M. SHerron, 
Washington, Pa. 

FE. S., a white American man aged 62, is presented to show the result obtained 
by contact roentgen irradiation, When first examined, on April 15, 1938, he 
presented a roughened pebbly whitish patch, about 3 to 3.5 cm. in diameter, on 
the left buccal mucous membrane beginning about 1 cm. behind the left labial 
commissure, Its surface was traversed by a number of fairly deep fissures. In 
one place a bloedy crust was noted. The entire patch was greatly indurated and 
presented the picture of malignant degeneration. No regional or other cervical 
nodes were palpable. 

Microscopic examination on April 26, 1938, confirmed the clinical diagnosis of 
squamous cell carcinoma and leukoplakia. 
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Treatment consisted of twenty contact doses of roentgen rays, a total of 
11,940 r being given. 

In comparing the present state of the left buccal mucosa with that described jn 
the history one can get an idea of the great improvement. 


Epithelioma of the Buccal Mucosa and Alveolar Ridge Treated by Intra- 
oral Roentgen Irradiation. Presented by Dr. Josepnu M. SHELTon, 
Washington, Pa. 


W. C., a white American man aged 54, was referred to the Pittsburgh Skin 
and Cancer Foundation from Falk Clinic on Feb. 3, 1936. He presented a crater- 
like hypertrophic ulcerating process and areas of leukoplakia on the right buccal 
mucesa. The left buccal mucosa also presented numerous areas of leukoplakia, 

The clinical diagnosis of prickle cell epithelioma was confirmed by microscopic 
examination. 

Treatment was started on February 4. It consisted of daily intraoral roentgen 
irradiation; a total of 11,700 r was given (500 r equaling one erythema unit). The 
patient was also given 1,000 r of high voltage radiation filtered through 1 mm, 
of copper to both submaxillary areas. 

It is now three years since treatment was started. He is presented to show 
the result. 


Extensive Epithelioma of Buccal Mucosa, Treated by Contact Roentgen 
Irradiation. Presented by Dr. JosepH M. Suetton, Washington, Pa. 


H. W., a white American man aged 65, is presented to show the result of 
contact roentgen irradiation of intraoral carcinoma. 

He was first examined at the Pittsburgh Skin and Cancer Foundation on 
Jan. 4, 1938, when he presented a raised granular hard tumefaction measuring 
3.5 to 4 cm. in diameter, involving almost the entire surface of the right buccal 
mucous membrane, The central part of this growth appeared to be partially 
detached from the surrounding edge and seemed to be a firm rounded plug, 2.5 cm. 
in diameter, with a granular, cauliflower-like surface. The separation was most 
pronounced at the posterior portion, where the edge of the growth was separated 
from the anterior tonsillar pillar by a cleft approximately 1 cm. in depth. The 
entire area surrounding the central core was firm and indurated, typical of 
malignant change. No bleeding was noted at the time of examination, but the 
entire grewth had a friable appearance. 

A microscopic section taken January 19 showed cornifying prickle cell 
epithelioma. 

There was no demonstrable cervical lymphadenopathy at the time of the 
original examination. 

Treatment consisted of forty contact doses of roentgen rays totaling 41,000 r. 

The factors used in the treatment were 50 kilovolts, 4 milliamperes and 3 cm. 
distance. 

In addition the patient has had high voltage radiation to the cervical regions. 
There has been a decided improvement to date. 


DISCUSSION OF ROENTGEN TREATMENT 


Dr. F. M. Jacos, Pittsburgh: I have had the opportunity of seeing a number 
of these lesions before, during and after treatment, and it seems to me that the 
results are good. The reaction which has occurred is similar to the reaction to 
interstitial radiation. The advantage of the contact treatment is, of course, the 
great number of lesions that can be treated with one machine and for which it 
would be almost impossible to expend the money needed for radium. The scars 
which follow this treatment are soft and pliable. 


Dr. JosepH M. SuHetton, Washington, Pa.: Most patients receive treatment 
similar to that in the cases presented. Usually approximately 500 r is given daily. 
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Thot usually entails an exposure of three to four minutes. This method has been 
used not only for lesions within the mouth, but recently for external lesions that 
are not easily shielded—lesions of the inner canthus, of the ala of the nose and 
of the vulva. A total of 10,000 r is given, with daily treatments for twenty days. 
In addition, in Germany W. Schaefer and E. Witte have treated carcinoma of 
the cervix with a machine similar to the one I use, inserting the tube through a 
speculum. During the past six months I have begun to treat a series of metastatic 
carcinomatous lymph nodes where the involvement is early and single, secondary 
to carcinoma of the lip or buccal mucous membrane. This is done by exposing 
the gland. The results to date have seemed satisfactory. 


Epithelioma of Face, Treated by Excision and Graft Repair. Presented 

by Dr. Lester and Dr. Haroip R. Voce, Pittsburgh. 

This group of 6 cases is presented to show the results obtained in the treatment 
of epithelioma in the region of the nose and eyelid by excision and graft repair. 

Case 1—A. P., a Polish man aged 74, on Feb. 14, 1939, presented on the 
right side of the bridge of the nose a rounded lesion about the size of a nickel, 
with a reddened raised upper border. In the lower portion there was an excavated 
dry crusted area where the underlying tissue had been greatly infiltrated. In this 
area there had been some attempt to invade the adjacent tissue. There was no 


adjacent glandular involvement. 
On February 15 the involved area was excised and a pedicle graft implanted. 


The histologic diagnosis was basal cell epithelioma. 

Cast 2.—M. T., a Slavic man aged 68, on Sept. 12, 1938, had a large tume- 
faction extending over the upper half of the left side of the nese to the midline 
and down into the left inner canthus and involving the upper eyelid. The portion 
on the nose was mostly superficial and ulcerating. The edges were fairly hard and 
seemed to be somewhat fixed. In the center of this portion were areas which 
appeared to have been treated, because there was some scar formation. The 
portion of the lesion on the inner canthus and on the eyelid was raised, waxy 
and hard. The tumor bled fairly easily. Certain portions were covered with a 
crust, while others were ulcerating and still others were piled up. Around the 
site of the tumor of the nose was a faint scar. It was not known whether this 
was due to treatment by the patient or to an old injury. This scar extended from 
the midline of the nose over onto the skin of the chek. 

On October 13 the area was excised, and subsequently skin grafts were 
implanted. In addition, contact rcentgen irradiation was used in the area of the 
left inner canthus. The histologic diagnosis was basal cell epithelioma. 

Case 3.—C. S., a white American man aged 47, on July 12, 1938, presented a 
rounded raised crusted lesion measuring about 3.5 to 4 cm. in diameter at the 
left outer canthus, involving the left cheek and the left temple. It was firm and 
presented an indurated and pearly border. The entire growth seemed to be con- 
fined to the skin and subcutaneous tissue, being freely movable with the surrounding 
skin. It extended into and evidently involved the outer canthus. There was no 
regional or cervical adenopathy. 

On July 20 the area was excised and a double pedicle graft implanted. The 
histologic diagnosis was basal cell epithelioma. 

Case 4.—M. S., a white American woman aged 65, on Sept. 1, 1937, presented 
a firm elevated waxy tumefaction measuring 2.5 by 0.5 cm. on the bridge of the 
nose, beginning at about the midline and extending to the left inner canthus. It 
appeared to be fairly well fixed to the underlying tissues and was not freely 
movable. The surface of this lesion presented many fine vessels. There was no 
evidence of ulceration. 
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On September 8 the involved area was excised and a pedicle graft implanted. 
Subsequently contact roentgen irradiation was used in the left inner canthus. The 
microscopic diagnosis was basal cell epithelioma. 

Case 5.—E, M., a white American woman aged 74, on July 6, 1937, presented 
a single hypertrophic nodular lesion on the right side of the nose, 

On July 8 the lesion was excised and a pedicle graft implanted. The micro- 
sccpic diagnosis was basal cell epithelioma. 

Case 6.—A. E., a white American man aged 66, on Dec. 20, 1938, presented 
on the center of the bridge of the nose a nickel-sized crusted lesion with a sharply 
demarcated circular border, the entire lesion being elevated about 0.5 cm. above 
the surface of the skin. The central portion was excavated and contained a sero- 
sanguineous crusted covering. The entire lesion was surreunded by a halo of 
erythema. The subcutaneous tissues were infiltrated. 

On the same day the lesion was excised, and a pedicle graft (from the forehead) 
was implanted. On Jan. 11, 1939, the pedicle was excised, The microscopic diag- 
nosis was prickle cell epithelioma. 

DISCUSSION 

Dr, Harry M. Rostnson, Baltimore: Is it the presenter’s usual procedure 
to do these repair jobs? I notice there are several types, some more or less 
successful, and it seems to me that in some cases the graft produced more of a 
result than ordinary desiccation. 

Dr. H. J. Parkuurst, Toledo, Ohio: When tumors of the basal cell type, 
fairly superficial, respond so well to radiation and can generally be cured within 
twelve weeks without hospitalization, it would seem to me that such treatment 
should be reserved for the more persistent lesions. 

Dr. Harotp R. Vocer, Pittsburgh: These cases were shown to illustrate 
what can be done without roentgen rays. We have had ill results from too much 
irradiation over cartilage and over bone. Draining sinuses often developed. Also 
some of the growths were rather extensive. Some at the inner canthus were 
fairly hard to shield. Our main point was to show that just as good a cosmetic 
result can be obtained by this method as by other procedures, and one is certain 
from the pathologic section that the lesion has been completely removed. We do 
not claim that all cutaneous epitheliomas should be resected. Near the eye, over 
the nasal cartilages and over bone we feel that this method is better than roentgen 
irradiation. The patients are all ambulatory; they can leave right after operation. 
The procedure is all carried out during local anesthesia. The patients come for 
dressings. In some cases recurrences at the edges, especially at the inner canthus, 
have been treated successfully with the contact x-ray machine. 


Lupus Erythematous and Thrombopenic Purpura. Presented by Dr. W. H. 

Guy and Dr. F. M. Jacos, Pittsburgh. 

B. D., a white woman aged 27, presents erythematous dry scaly sharply margin- 
ated plaques on the side of the nose and the upper lip. They are purpuric. There 
is a large purpuric lesion on the posterior portion of the hard palate. She had a 
severe sunburn seven months ago followed by dermatitis and then lupus ery- 
thematosus, which responded to therapy with a gold preparation. Her eyebrows 
fell out and have not regrown. The lupus recurred three months ago and after five 
doses of sodium gold thiosulfate, the largest being 25 mg., became purpuric. 
Purpuric spots appeared on the wrists and palms. No free bleeding occurred. 

Chemical examination of the blood showed nothing abnormal. No cardiac 
lesion was found. The urine showed a slight trace of albumin. The blood count 
showed 5,000,000 erythrocytes and 5,600 leukocytes; the platelet count was 46,900. 
The clotting time was four and one-half minutes and the bleeding time thirty 
minutes. The Kahn reaction was 1 plus. 
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\iter five daily injections of reticulogen (parenteral liver extract with vitamin 
|, Lilly), the platelet count rose to 64,700. 


Lupus Erythematosus. Presented by Dr. S. R. Perrin, Pittsburgh. 


|. B., a white woman aged 53, was seen at the Falk Clinic of the University 
»| Pittsburgh for an eruption of several years’ duration, involving the cheeks and 
scalp. She stated that she had received approximately sixty injections of a gold 
preparation at another clinic, with moderate improvement, 

rhe lesions have a butterfly distribution, involving the bridge of the nose and 
both cheeks. Anterior to the right ear and the borderline of scalp hair are other 
patches which consist of a discoid plaque, a scaly border, an adherent scale and 
central atrophy. 

Urinalysis and the Kahn test gave negative results. Repeated patch tests with 
gold gave negative results. The blood picture and the dosage of sodium gold 
thiosulfate were as follows: 


Number of 
Injections 


Dose, 


Date Erythrocytes Leukocytes Hemoglobin Mg. 


10/24/38 8,910,000 8,300 82 0 0 
12/10/88 8,490,000 7,600 70 4 50 
"18/39 8,840,000 6,450 72 4 50 

5/39 8,750,000 7,000 83 0 0 


During a rest period from Jan. 18 to Feb. 15, 1939, spleen fluid, iron and liver 
were given, 
The platelet count averaged 154,000. 


Lupus Erythematosus with Radiodermatitis. Epitheliomatous Degenera- 
tion. Presented by Dr. Lours WILLarp, Pittsburgh. 


J. G. B., a white man aged 55, was referred to the Falk Clinic of the University 
of Pittsburgh on May 21, 1938, for an eruption of thirty years’ duration, consisting 
of numerous erythematous indurated papules and nodules in the right sterno- 
mastoid region and over the left cheek, the left parietal bone and the left side of 
the neck. 

There are atrophy and ectasia, with punctate keratosis in some lesions while 
others are covered by closely adherent scales. Prior to admission roentgen therapy 
was given at another clinic after a diagnosis of superficial epitheliomatosis was 
made. 

The Kahn test and urinalysis gave negative results. The blood picture and the 
dosage of sodium gold thiosulfate were as follows: 


Number of Dose, 
Date Erythrocytes Leukocytes Hemoglobin Injections Meg. 


9/10/38 4,670,000 6,650 78 10 50 
12/ 8/38 8,410,000 8,500 65 


The microscopic picture suggested lupus erythematosus. On Jan, 25, 1939, a 
nodule was removed from the left side of the neck, and a microscopic diagnosis of 
cancer was made, 


Lupus Erythematosus. Presented by Dr. S. R. Perrin, Pittsburgh. 


M. C., a white woman aged 18, was seen in consultation at the Falk Clinic of 
the University of Pittsburgh on Jan. 22, 1938, for an eruption which had been 
present ten months, 

Examination reveals an eruption involving the scalp (with an associated 
alopecia), bridge of the nose, arms and legs and consisting of erythematous scaly 
discoid atrophic patches. 
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Urinalysis and the Kahn test gave negative results. This patient is shown for 
the interesting blood picture, which together with data on the dosage of sodium 
gold thiosulfate is set out in the following tabulation: 


Number of Dose, 
Date Erythrocytes Leukocytes Hemoglobin Injections Mg. 
1/25/38 8,650,000 6,200 70 
2/16/38 3,990,000 7,250 72 1 10 
4/22/88 8,860,000 7,050 70 4 25 
5/20/38 8,570,000 5,950 70 4 50 
6/15/38 8,720,000 5,200 74 4 50 
7/18/88 3,480,000 5,700 70 4 50 
8/24/38 5,210,000 6,400 68 6 50 
9/28/38 4,120,000 5.900 80 4 50 
11/23/38 4,100,000 5,250 74 7 50 
12/21/38 8,650,000 6,800 7 4 nO 
1/18/39 3,410,000 5,700 70 4 5 
2/15/39 8,150,000 5,800 70 4 50 


During the period from July 13 to August 24 spleen fluid, iron and liver were 
given. 

The platelet count averaged 152,000. 

The histologic picture was consistent with lupus erythematosus. The patient 
was given graduated weekly injections of sodium gold thiosulfate (interrupted by 
rest periods during which no sodium gold thiosulfate was given), with 50 mg. as 
the maximum dose. A favorable therapeutic response was noted, and hair was 
restored to the formerly bald areas. 


DISCUSSION OF CASES OF LUPUS ERYTHEMATOSUS 


Dr. Frep Wise, New York: The general opinion among New York physicians 
who have used gold preparations for some time is that the dose has been insufficient 
when rapid response does not occur or there are frequent recurrences. Many 
physicians use 10 mg. of sodium gold thiosulfate for six months without any 
radical improvement, and the patients frequently have recurrences and do not get 
well. Physicians who have used sodium gold thiosulfate for several years claim, 
with justification, that for patients who do not respond to 10, 15 or 25 mg., 50 to 
100 mg. should be used frequently and over long periods, and that good results are 
finally obtained. 

The question of sensitization has to be considered, and frequent blood counts 
should be made. Treatment should be accompanied with careful laboratory super- 
vision, but many patients with lupus erythematosus can take a gold preparation in 
large quantities without the slightest ill effect. Dr. Scheer stated that his results 
are as good with a bismuth as with a gold preparation. I should like to hear 
whether the members agree with that conception of the value of bismuth. My 
own experience does not warrant the statement. I have had much better results 
with large doses of a gold salt over long periods. 

Dr. Max Scueer, New York: Drs. Guy and Jacob's - patient presents 
thrombopenic purpura, which the history suggests may have been related to the 
gold therapy. I have seen several patients with thrombopenic purpura over a 
period of years in whom finally, after splenectomy as a therapeutic procedure, 
the disseminated type of lupus erythematosus has developed. I know of 3 in 
New York city. 

In Dr. Willard’s case I find it rather difficult to see any lesions of lupus. 
They probably have disappeared. My impression is of superficial epitheliomatosis 
or so-called farmers’ or sailors’ senile keratosis. 

Dr. Wise did not quote me exactly. I told him I thought my results with 
bismuth therapy were nearly as good as those with gold treatment. I have had 
occasion in few cases to treat lupus erythematosus with a bismuth preparation 
from the start. Practically all patients have come to me with a history of 
having received injections of a gold preparation varying in number from sixty 
to one hundred fifty, without response, and some of them have responded well 
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to ismuth medication, I think that bismuth is not the equal of gold in efficacy 
bur approaches it. 

Or, Joun C. Kerr, Wheeling, W. Va.: The patient of Drs. Guy and Jacob 
whon examined first had a generalized scaly redness over the face. She had 
had excessive exposure to the sun, and I thought at first of an actinic dermatitis. 
The condition cleared beautifully under gold treatment. She does not show the 
lesions on the wrists that were present when the history was written. 


Dre. L. G. Bernuauer, Pittsburgh: It has been my experience that gold 
preparations have at times been dangerous in the treatment of lupus erythematosus. 
In the past three or four weeks I have seen unfortunate results in 3 cases: 
exfoliation in 2 and death in 1—the last an instance of lupus erythematosus of 
the disseminated type following sunburn. Over two years I have been interested 
in the effect of gold therapy on the white bleod cell count. The limit of the 
count is questionable, but I usually regard 5,000 as the minimum for safety; I 
have come to regard this as less significant than the red blood cell count, however. 

| believe that in the case presented by Dr. Willard it was determined by 
repeated blood counts that the level of the red blood cells served as an indication 
cf the possibility of a toxic reaction. Patients with a count below 3,000,000 after 
receiving gold for some time may show on occasions a positive reaction to a 
patch test with gold. Often a definite positive reaction to moccasin venom 
appears at this level. In 1 case the gold given over a period possibly had a 
cumulative effect, and a toxic reaction was precipitated. A red blood cell count 
below 3,000,000 indicates that the patient is a good subject for a toxic reaction. 
My associates and I are now in the stage of animal experimentation with this 
problem, 

Dr. Harry M. Rosrnson, Baltimere: Only 1 severe reaction to an injection 
of a gold preparation has occurred in Baltimore, and this was in a case of 
exfoliative dermatitis associated with keratitis. Fortunately there were no after- 
effects. Two patients have had itching. After the first sign of itching the 
medication was stopped. I give about six to ten doses of 10 mg. and then step 
up the dose to 15 and to 25 mg. and after the same number up to 50 and then 
to 100 mg. I keep the dose at 100 mg. for about six months—about twenty-four 
doses—and then stop, and if I need interim treatment -I use a bismuth preparation, 
not because I feel that it is as effective as the gold preparation, but it is something 
that may have an effect. I have had only 1 good result with bismuth medication, 
in a patient who could not tolerate gold. The lesions at least seemed to involute 
to some extent. In several other cases in which bismuth therapy was used the 
results have not been satisfactory. 

Dr. Howarp T. Pumps, Wheeling, W. Va.: I should like to add my 
findings regarding bismuth therapy. I know I have not had a single good result 
with bismuth in a good number of cases. All patients were first treated with 
a gold preparation and did not respond. One man was not able to take gold 
at all. Bismuth medication was tried for forty injections, with no response. 
When summer came new areas became involved, and treatment was started 
with 10 mg. intramuscularly every three or four days, and he was able to tolerate 
that. When I last saw him the lesions had entirely cleared. The larger doses 
seem to bring better results for some physicians. Dr. J. N. Roussel, of New 
Orleans, made the statement that he gives 100 mg. first, last and always and 
never has had a reaction and never failed to obtain a cure. 


Dr. H. J. ParKuurst, Toledo, Ohio: The patient of Drs. Guy and Jacob, 
I feel, is likely to have one of the subacute types of lupus erythematosus which 
requires care in treatment. Possibly the discontinuance of the gold preparation 
and the substitution of a bismuth salt, together with general supporting measures 
and rest, would give a good result. 

Dr. H. L. Baer, Pittsburgh: I should like to ask Dr. Wise what was his 
experience prior to the advent of gold and bismuth therapy in this type of case. 
it is my opinion that these medicaments are nonspecific. I wonder whether 
prior to the advent of these drugs the results of treatment were not as good. 
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Dr, Frep Wise, New York: Previous to the introduction of gold and 
bismuth therapy lupus erythematosus was treated with solid carbon dioxide, The 
results were fair, but certainly not as good as those of gold therapy. I do not 
think cure was obtained for any of the disseminated forms of lupus erythematosys 
with solid carbon dioxide. Most of the patients either got well by themselves 
or died. In the early days of gold treatment the results were apparently much 
better than now. Everybody agrees with that. That holds true for a list of 
drugs commonly used. The reason is not known; probably it is psychclogic, 
In answer to the question of the last speaker, I should say that the results of 
treatment of lupus erythematosus are better by 99 per cent since gold and 
bismuth preparations have been introduced. The former means of treatment 
were practically useless. 

Dr. Cyrit K. Vatape, Detroit: In the treatment cf the discoid type my 
success has been with gold preparations. However, faced with the necessity of 
economic consideration of a patient sometimes, I have found that the use of solid 
carbon dioxide on the discoid lesion fer a few seconds has caused its involution. 

Dr. Bernuarp A. GoLpMANN, Pittsburgh: I agree with Dr. Baer that the 
therapy used is nonspecific. In spite of all forms of treatment certain types of 
lupus erythematosus will develop into some form of lymphoblastoma, I have 
found some types that do not respond to gold but respond to bismuth. I recall 
a case in which the condition was associated with anemia and in which neither 
gold nor bismuth evoked a response. The simple administration of liver extract 
caused an increase of the erythrocyte count, and the lesions disappeared, 

Dr. Georce Hasket Curtis, Cleveland: In reference to Dr. Beinhauer’s 
work I should like to report 2 cases: 

1. A woman of middle age with chronic discrete lupus erythematosus involving 
most of the face and ears was in the habit of doing a great deal of outdoor work, 
She had had the disease for about ten years and had had no treatment. I 
enumerated the factors which should control the interpretation of the white blood 
cell count. I did daily counts for several weeks, at the same time and under 
the same conditions each day. The count remained pretty close to 5,000. I 
assumed that this would be her normal resting count. I gave about six injections 
of from 5 to 50 mg. of a gold preparation intravenously. Her red blood cell 
count remained about 5,000,000, and the hemoglobin concentration was 90 per cent. 
After the fifth injection her white blood cell count dropped to 2,100. The 
differential count remained the same. A week ago her face became sunburned 
and was itchy. Her red blood cell count had dropped to 2,750,000 with 50 
per cent hemoglobin, and her white cell count was 3,000. 

2. A young woman in the thirties had subacute lupus erythematosus of the 
face and neck which had a deep bluish appearance. White blood cell counts 
were made in this case for a number of weeks. Bismuth medication was then 
started because two years before she had had a considerable amount of gold 
and bismuth therapy, without any beneficial effect. However, last summer the 
lupus erythematosus had almost entirely disappeared from the face. After three 
injections of the bismuth preparation this eruption was about 50 per cent improved. 
I have been fortunate enough to follow pretty closely the work of Dr. Richard 
Weiss, of St. Louis, and it seems to me that there is a definite connection 
between laboratory control and gold therapy. Bismuth therapy apparently has 
no relation to the blood count. 

Dr. Paut E. Becnet, New York: It has been my experience that throm- 
bopenic purpura seemingly is associated with acute lupus erythematosus or lupus 
erythematosus following sunburn. 

Acute lupus erythematosus is either discoid or disseminated. For the latter 
type it is wrong to use gold therapy, but fer the discoid type such treatment is 
fairly specific. Patients have got well with forty to seventy injections of a gold 
preparation. The routine is simple. I start the dose at 10 mg., and raise it 
to 15, 25, 50 and 100 mg. and do frequent counts and urinalyses. 
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\\ ith regard to Dr. Wise’s point, that apparently the results today are not as 
good as they were formerly, perhaps dermatologists are becoming afraid of using 
|| preparations in large doses. In the old days 100 mg. was used once a 
i. and I still use that dose, 


Angioma Serpiginosum. Presented by Dr. W. H. Guy and Dr. FRepertcK 


Amsuet, Pittsburgh. 

Ss. S., a woman aged 42, presents an eruption which began three years ago 
with several small patches of telangiectasia on each ankle. They remained for 
three months and cleared. About two years ago lesions reappeared in that 
location and gradually spread over the legs to the knees and on the right leg 
to the internal aspect of the thigh above the knee. 

The entire eruption is purplish red. On the legs are many discrete telangiec- 
tases with surrounding diffuse erythema, groups of irregularly straight and curved 
lines, small discrete and diffuse areas of redness with faintly visible lines and 
some areas of fairly long parallel lines. When the skin is tightly stretched the 
color fades. The eruption has improved about 50 per cent. 

Histologic examination revealed a sparse perivascular lymphocytic infiltration 
with vascular dilatation. The epidermis showed moderate thinning and interstitial 


edema. 


Epidermolysis Bullosa. Naevus Flammeus. Presented by Dr. L. G. 
BerinHAveR and Dr. F. M. Jacos, Pittsburgh. 


W. D., a white girl aged 16, came to the Falk Clinic of the University of 
Pittsburgh on March 16, 1938, because of a recurrence following trauma of 
blisters on the extremities which the parents state had appeared shortly after 
birth and a facial birthmark. A younger sister has the same condition, and 
2 older sisters are free from it. 

Examination reveals atrophic smooth scarring on the dorsa of the hands, 
elbows, knees and feet, with unequal dystrophy and loss of the left middle finger 
nail. A port wine nevus is present on the face. 

The Kahn reaction was negative. Examination of the blood revealed 4,290,000 
erythrocytes, 6,000 leukocytes and 82 per cent hemoglobin; the differential count 
showed 63 per cent polymorphonuclears, 1 per cent eosinophils, 24 per cent small 
lymphocytes and 12 per cent large lymphocytes. The bleeding time was six 
minutes and the coagulation time four minutes and forty-five seconds. 


Presented by Dr. L. G. Betnuaver and Dr. F. M. 


Epidermolysis Bullosa. 

Jacos, Pittsburgh. 

M. A., a white girl aged 3 years, was seen in consultation at the Falk Clinic 
of the University of Pittsburgh on Sept. 2, 1938, because of an eruption which 
began two or three hours after birth. Although the patient seemed healthy, slight 
trauma was noted early to cause exfoliation of the skin. Other children of the 
family are not affected. 

Examination reveals bullous, crusted and depigmented areas on the neck, arms, 
hands, thighs, knees and trunk. In some areas the bullae are breken, and superficial 
ulcerations are present. All finger nails are absent. Definite atrophy is present 
on the hands, feet and bridge of the nose. 

The Kahn test and examinations of the urine and blood gave negative results. 

The patient has been receiving weekly injections of 100 units of gonadotropic 
substance from the urine of pregnant women, with considerable improvement 
and healing of the bullae. It is noted that great trauma is now necessary to 
produce bullae. 
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Epidermolysis Bullosa. Naevus Flammeus. Presented by Dr. L. G 
BertnHAveR and Dr. F. M. Jacos, Pittsburgh. 


M. D., a white girl aged 12 years, came to the Falk Clinic of the University 
of Pittsburgh on March 16, 1938, because of recurrent blisters on the extremities 
following trauma and a birthmark. 

Examination reveals a diffuse port wine nevus involving both eyelids and 
the nose, left side of the neck and arms. On the legs irregular purplish req 
pea-sized to dime-sized vascular nevi are present. The facies reveals mental 
retardation. The extremities present a few crusted lesions and numerous atrophic 
scars and dystrophy of the nails. On the dorsa of the hands numerous milium-like 
bodies are present. The family history reveals that 4 children are living and 
1 is dead. The youngest 2 have the same involvement. 

The Kahn reaction was negative. Examination of the blood revealed 3,920,000 
erythrocytes, 8,650 leukocytes and 78 per cent hemoglobin. The coagulation 
time was nine minutes and the bleeding time four minutes and twenty seconds. 
The differential blood count on March 23 showed 62 per cent polymorphonuclears, 
2 per cent eosinophils, 25 per cent small lymphocytes and 9 per cent large 
lymphocytes. The basal metabolic rate on March 22 was —21 per cent and on 
March 23 +11 per cent. 

Roentgen examination of the left wrist and hand and of the left elbow showed 
the patient’s bone age to be considerably less than her stated age. The epiphyseal 
development in the wrist and hand indicated a bone age of 10 to 11 years, while 
in the elbow the roentgen appearance indicated an age of 9 to 10 years, the 
epiphyses for the proximal extremity of the radius and ulna and the capitulum 
and trochlea of the humerus being present. The epiphyses for the medial and 
external epicondyles of the humerus were not present, although that for the medial 
epicondyle is usually seen before the age of 9 years while that for the external 
epicondyle usually appears at the age of 11 to 12 years in girls. Conclusion: 
The patient’s bone age is 9 to 11 years. 

Histologic examination showed flaky hyperkeratosis with thinning of the 
epidermis and moderate edema of the corium and dilated vessels with moderate 
perivascular infiltration. No change was noted in the elastic fibers (Weigert 
stain). 

DISCUSSION OF CASES OF EPIDERMOLYSIS BULLOSA 

Dr. F. M. Jacon, Pittsburgh: These 3 patients were treated with considerable 
improvement first with gonadotropic substance from the urine of pregnant women 
and then with vitamin K. The first patient and her sister were studied by the 
department of endocrinology, and vitamin K therapy was suggested. This 
youngster was in bad condition when she first came in about three months ago, 
so that any kind of rough handling would cause appearance of the lesions. After 
about a month’s administration of the gonadotropic substance and vitamin K 
therapy for another month she showed definite improvement. 


Extensive Self-Inflicted Depigmentation. Presented by Dr. W. H. Guy 
and Dr. F. M. Jacos, Pittsburgh. 


C. M., a Negro aged 24, presents extensive depigmentation and scarring. At 
the age of 8 years vitiligo appeared, which was slowly progressive. At about 
18 years of age the patient decided he wanted his skin either all white or all 
black. To accomplish this he would scrape a palm-sized area with a knife and 
apply tincture of iodine to the erosion thus produced. The area would heal 
without pigment. At the age of 21 years he came to us with a request that 
we continue this or some other procedure to complete the depigmentation. We 
refused to attempt the use of any destructive agent over such a large area, but 
in the conversation told him how this could be accomplished in small areas with 
solid carbon dioxide. Several months ago, after a lapse of three years, he 
returned in his present condition. During this time he had been applying solid 
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carbon dioxide for three minutes to various parts of his skin. He has accom- 
cd depigmentation on most of the hands, arms, face and other areas. Scarring 


plis 
present but not pronounced. 


1s 


Lead Pigmentation. Presented by Dr. W. H. Guy and Dr. F. M. Jacon, 


Pittsburgh. 

. M., a man aged 40, was first seen on Feb, 26, 1938. At that time he 
presented diffuse dark grayish pigmentation of the face, neck and arms and to a 
lesser extent of the flanks. The pigmentation was of five months’ duration. 
Two weeks prior to the appearance of the pigmentation a severe exudative 
dermatitis developed on the areas aforementioned while he was handling railroad 
ties treated with creosote. He applied dressings of lead acetate. The dermatitis 
subsided, but was followed by discoloration, which has shown no change in 
intensity during the intervening five months. 

Histologic examination with ordinary stains revealed but little structural 
change. Pigment-bearing cells were noted in the upper part of the corium, 
together with a scattered infiltration of plasma cells and lymphocytes. Sections 
stained with hydrogen sulfide showed lead in the chromatophores, free in the 
corium and occasionally in the epidermis. Stained sections showed no _ iren, 
arsenic or silver, Chemical examination of an ashed specimen revealed 28 mg. 
of lead per kilogram. On a normal area on the back three dollar-sized patches 
of exudative dermatitis were produced by applying creosote; lead acetate was 
applied to two, and ultraviolet radiation was applied to one of these. Hyper- 
pigmentation resulted in this area. Solution of potassium iodide N.F., 30 drops 
three times a day orally, resulted in gradual disappearance of the pigmentation. 
At the time of presentation the condition is, conservatively speaking, 50 per cent 
improved after eight months’ treatment. ; 


Pigmented Hairy Papillary Neuronevus of the Skin of the Face. Presented 
by Dr. G. J. Busman and Dr. Francis Arnp Hecarty, Pittsburgh. 


C. M., a white girl aged 8 years, presents a diffuse light brown nonvascular 
mottled pigmentary plaque on the right temple, cheek, neck, shoulder and arm. 
Scattered throughout the plaque are red raised firm papules and nodules varying 
in size from that of a pinhead to that of a split pea. There are a few scattered 
scars of previously excised and destroyed papillary growths. Over the right 
malar process there is a firm dark red nonpigmented pea-sized nodule. 

Histologic examination showed a thin epidermis with pigmentation in the 
malpighian layer and a dense corium. There were a few nevus cells, some 
fairly large, with pigment. These were superficial beneath the epidermis; other 
collections of typical small nevus cells were few, as were inflammatory round 
cells, 

An indistinct pigmented area noticed shortly after birth has enlarged with 
normal physical growth. The scattered papillomatous papules and nodules, how- 
ever, have become more prominent and apparently continue to enlarge. 


Pigmentary Disturbances. Presented by Dr. H. L. Barr, Pittsburgh. 

Case 1—M. P., a Negress aged 27, presents a bat wing distribution of bluish 
black pigmentation and areas of leukoderma. The tip of the nose, upper lip, 
forehead and left breast are involved. 

The question of early lupus erythematosus has to be considered. The duration 
of the lesions is six months. The patient used a bleaching cream on the face. 
No history of physical trauma could be obtained. 

Case 2.—M. O., a white girl aged 19, has a brownish-bluish pigmented 
unilateral patch involving most of the left cheek and left lower eyelid. 

The pigmentation is more pronounced before and during the menstrual flow. 

There was no history of use of freckle creams. The patient has taken a 
preparation containing phenolphthalein. 
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Case 3.—A. N., a white girl aged 23, presents a bizarre distribution of 
brownish hyperpigmentation of the face, the result of using a hair bleach. 

Case 4.—A. D., a white girl aged 19, presents unusual pigmentation of the 
lips and buccal mucosa of three years’ duration. 

When first seen the perioral area presented the appearance of a subacute 
dermatitis; the present pigmentation followed. 

The specific cause of the perioral dermatitis has not been determined. There 
have been repeated remissions, but not as a result of any prescribed regimen, 
Coincidentally the patient presents eczema of the hands. 


DISCUSSION OF CASES OF PIGMENTARY ANOMALY 


Dr. H. L. Barr, Pittsburgh: I saw the first patient of Drs. Guy and Jacob 
a couple of months ago. I do not often have an cpportunity to ask questions 
of such a large body of physicians, and I wonder if any one here has had any 
results in the treatment of vitiligo or leukoderma with a gold preparation. 

Dr. Harry M. Rostnson, Baltimore: Dermatclogists in Baltimore have tried 
both gold and arsphenamine. We have all tried gold, with not one good result, 
We have used both gold alone and gold with radiation. 

Dr. F. M. Jacos, Pittsburgh: I saw the patient presented by Drs. Busman 
and Hegarty some years ago, when the process was just beginning. She had 
only a few pigmented lesions. The youngster was rather small, but I did try 
using solid carbon dioxide on some of the lesions on the face. The lesions were 
removed, but there was definite scarring. The same thing occurred on the chest 
and on the arm, where radium was used. The site on the chest has a smooth 
white scar. Near the right elbow, where the biopsy specimen was taken, one 
suture was put in, and the father insisted that the puckered lesions on each side 
were the result of the suture. 

Dr. H. J. Parkuurst, Toledo, Ohio: In Dr. Baer’s case 1 there are numerous 
comedos and considerable accentuation of the pigmentation on the cheeks. The 
patient has used creams, including a bleaching cream, and it struck me that 
this pigmentation might be of a metallic type, possibly due to mercurial creams. 

Dr. H. L. Baer, Pittsburgh: The importance of my cases of probable cosmetic 
dermatitis is that the etiologic factor is often somewhat obscure. Because of the 
lack of a definite history, the physical signs are the only available clues. In 1929 
Dr. Hollander and I reported a case (Hollander, L., and Baer, H. L.: Discolora- 
tion of the Skin Due to Mercury, Arcn. Dermat. & Sypn. 20:27-35 [July] 1929). 
At the meeting of this society last year in Detroit a group of cases of the nevoid 
type involving the conjunctiva was presented (Arcn. Dermat. & Sypu. 38:302 
[Aug.] 1938). Dr. James H. Mitchell at that time showed some excellent slides 
in which he was able to illustrate with ordinary stains by dark field illumination 
how to recognize the difference between mercury, silver and gold. Unfortunately 
I was not able to get a biopsy specimen in this case. 


Diffuse Idiopathic Atrophy of the Skin. Presented by Dr. C. L. Scumrrt, 


Pittsburgh. 
M. F., a white woman aged 45, presents a generalized erythrodermatitis 
with atrophy. The entire body is affected except the neck, hands, toes, a portion 
of the abdomen, the submammary regions and the scalp. The skin is so thin 
over the chest that the network of superficial veins can be clearly seen. On the 
lower extremities the process is not as pronounced; it stops at the juncture of 
the toes with the foot. On the back the process is evident; the skin is crinkled 
without scale formaticn, and the superficial blood vessels appear prominent. There 
is definite hyperpigmentation. In the center of the back there is a group of 
firm sclerodermatous lesions. 

The patient is sensitive to heat and cold, and the skin becomes cyanotic or 
red with decided change in temperature. 


is 


On of 


f the 
acute 


Chere 
imen, 


‘acob 
tions 
any 


tried 
sult, 


man 
had 

try 
vere 
hest 
0th 
one 
side 


ous 
The 
hat 
ms. 


675 


SOCIETY TRANSACTIONS 


ologic tests, examination of the blood and urinalysis showed no abnor- 
mal The basal metabolic rate was +10 and —3 per cent on two determinations. 


Anetoderma (Schweninger-Buzzi). Presented by Dr. H. L. Barr, Pittsburgh. 

» C. M., a white American woman aged 38, presents multiple flat and 
protruding rounded lesions of various sizes on the shoulders and the back. Most 
of the lesions have a vacuolated feel when palpated. The overlying skin is 
white to bluish white and crinkly. 

The patient was first seen on June 4, 1936. At that time the lesions were 
of six years’ duration; according to the patient, they were small and pink in 
the beginning and gradually enlarged and became white. 

A microscopic section showed decided atrophy of the epidermis. The corium 
showed a scattered lymphocyte and plasma cell infiltration, with heavy collections 
of the same types of cells (and some large mononuclear leukocytes) about the 


hair follicles. 


Anetoderma (Jadassohn). Presented by Dr. H. L. Barr, Pittsburgh. 


K. M., a white woman aged 33, was first examined on Jan. 23, 1937, when 
she presented multiple rounded atrophic patches on the extensor surface cf the 
upper part of each arm and on the face. The individual lesions were 2 to 5 cm. 
in diameter and bluish white, and the overlying skin was thin and crinkly. 
Palpation reveals a hernia-like sensatior in the involved patches. 

The process began as pinhead-sized red lesions, which have gradually enlarged. 
Microscopic examination confirmed the clinical diagnosis. 


Acrodermatitis Chronica Atrophicans. Presented by Dr. M. W. RuBenstern, 

Pittsburgh. 

M. S., a white woman aged 32, was first seen on Feb. 23, 1939. She stated 
that about five years ago she noticed a small red spot on the dorsum of the 
right hand. There were no subjective symptoms. The spot became insidiously 
larger, spreading over a wider area peripherally toward the wrist and onto the 
dorsa of the fingers. As the area became larger, it began to assume a more 
bluish color, which became more marked when the hand was exposed to cold— 
either to cold weather or to cold water. There is no history of frostbite. She 
has never had any pain. The skin never blanches. She has noticed that the 
skin is becoming wrinkled. 

Examination showed a marked dusky red or reddish blue discoloration of the 
skin of the dorsa of the right fingers and the dorsum of the hand, terminating 
rather sharply across the back of the hand in a line from the base of the thumb 
to the base of the small finger. The part involved is slightly colder to the touch 
than the remainder of the hand or the corresponding part cf the leit hand. The 
overlying skin is decidedly atrophic, of the cigaret paper wrinkling type. There 
is no disturbance in the radial pulsation. 

When both hands were immersed in cold water. the blueness in the involved 
hand was intensified and the patient experienced more discomfort in that hand 
than in the other. 


Acrodermatitis Chronica Atrophicans, Associated with Ichthyosis Sclero- 
derma-like Changes and Ulcerations. Presented by Dr. M. W. Rupen- 
STEIN, Pittsburgh. 

E. A., a Jewess aged 62, was first seen on Nov. 2, 1933, at which time she 
complained of pain, swelling and ulcers of both legs. For the past six months 
she had been receiving injections for varicose veins and an ulcer on the outer 
side of the left ankle. About one week prior to the first examination she suffered 
a severe cold in the chest, followed by severe pain and swelling of both legs, 
which was greatly aggravated when she stood. 
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Examination at this time showed a moderately ichthyotic type of skin aboy 
the knees, extending up to the crural region. From the knees down the skin 
presented a glistening bluish marble-like sheen and seemed to fit tightly over 
the underlying bones. There were numerous ill defined areas of inflammation 
resembling localized patches of cellulitis, and many of these patches had split 
pea-sized necrotic centers. Anterior to the left external malleolus there was an 
ulcer about the size of a 25 cent piece, with ill defined borders and a dirt 
necrotic base. Scattered over each shin there were a half dozen flaccid bullae 
about the size of a thumb nail, containing a milky fluid. The blood sugar content 
was 83 mg. per hundred cubic centimeters. The Wassermann and the Kahn reac. 
tions of the blood were negative. 

A culture of material from the bullae and from the necrotic areas grew 
staphylecocci and streptococci, from which a bacteriophage was prepared. This 
was applied to the right leg, the left leg being used as a control. After the 
first application there was decided improvement. The phage was applied to both 
legs twice in the following two weeks. The ulcers and necrotic areas showed a 
decided improvement, and for the next few months the treatment consisted of 
supportive measures, heat, ultraviolet radiaticn, methylrosaniline (gentian violet) 
and oxyquinolor (chlorhydroxyquinoline) being applied. In the next two months 
there were slight remissions and exacerbations, 

On March 7, 1934, she presented an exacerbation with severe edema of both 
ankles and feet. The ulcers and necrotic areas were absent. The skin presented 
a much more atrophic appearance, with numerous telangiectatic vessels. One 
superficial erosion about the size of a 50 cent piece was present on the right 
external malleolus. 

On Sept. 23, 1937, a large superficial ulcer extending diffusely over the region 
of the left external malleolus was the chief disturbing factor, although the pain 
in the legs still had to be controlled with sedatives. 

On March 11, 1938, there was an extensive ulceration involving the entire 
lower third of the left leg; this was ill defined and superficial and had a dirty 
necrotic base. Besides the local supportive measures, treatment consisting of 
application of cod liver oil ointment and administration of padutin, pancreatic 
extract and hydrochloric acid by mouth for one month produced little improvement. 

On Sept. 10, 1938, the patient entered the Falk Clinic, with essentially the 
picture she now presents. Urinalysis gave negative results. The Wassermann 
and the Kahn reaction of the blood were negative. The blood count and the 
differential count were essentially normal except for the presence of slight 
anemia. 

DISCUSSION 

Dr. M. W. RusenstTeIN, Pittsburgh: I believe that Dr. Schmitt’s case might 
be placed in the same category as my second case and should be differentiated 
clinically from both other cases in this group. In these cases there are various 
types of atrophy, about which much has been said, particularly from the etiologic 
standpoint. My first case has many points in common with the case presented 
some years ago (Pick, F. J., in Festschrift gewidmet Moriz Kaposi zum fiinfund- 
zwanzigjahrigen Professorenjubilaum, Leipzig, 1900, pp. 915-924), but in Pick’s 
case the condition involved both the hands and the feet, and in this case only one hand 
is involved. In my case there were no subjective symptoms. 

In Dr. Schmitt’s case it is well demonstrated how the presence of dilated 
blood vessels and an atrephic skin might lead one to believe that the blood 
vessels were responsible for the ulcer, and an error might be made in injecting 
veins which are not varicose in an attempt to clear up the ulcers. The results 
have been none too gratifying in this case. Today the patient presents a picture 
almost similar to that of some years ago except that there are no bullous lesions. 
The scleroderma-like changes that may occur in the diffuse idiopathic type are 
also illustrated. This condition is not to be confused with scleroderma. 


ies 
4 


above 
skin 
Over 
Nation 
split 
an 
dirty 
bullae 
ontent 
reac- 


grew 
This 
r the 
both 
ved a 
ed of 
iolet) 
onths 


both 
ented 
One 
right 


‘gion 
pain 


ntire 
dirty 
y of 
eatic 
rent. 

the 
lann 

the 
ight 


ight 
ited 
ous 
ited 
nd- 
“k's 
and 


ted 


SOCIETY TRANSACTIONS 
DETROIT DERMATOLOGICAL SOCIETY 


GeorceE H. Betore, M.D., President 
Ann Arbor, Mich., April 12, 1939 


Tuomas H. Mitrer, M.D., Secretary 


Artuur E, Scuitier, M.D., Recorder 


Acute Disseminated Lupus Erythematosus (Erysipelas Perstans Faciei). 
Presented by Dr. Upo J. Wie and Dr. Georce H. Betore, Ann Arber, Mich. 


L. K., a white boy aged 15, has an eruption which began in March 1939 with 
decided swelling and redness of the entire face, ears, neck and “v” area of the 
chest and a mild eruption on the forearms, He had a similar eruption in Novem- 
ber 1937, which cleared in four weeks. 

Examination reveals an obese white boy with a diffuse eruption of the entire 
face and neck and the upper part of the chest, associated with severe edema of 
the face and with induration and patchy pigmentaticn. On the arms and legs 
is seen a follicular eruption which does not blanch on pressure. The lips and 
oral cavity show numerous ruptured bullae covered with whitish epithelium. 
No bullae have appeared on the glabrous skin. The heart showed questionable 
systolic and diastolic murmur. The temperature ranges from 101 to 103 F. 

The Kahn reacticn of the blood was negative. The urine showed no albumin 


or sugar. 
Treatment has consisted of blood transfusions and injections of sulfanilamide. 


DISCUSSION 


Dr. ArtHuR E. ScHILiter: It is my opinion that the follicular eruption on 
the legs is not a part of the total picture but may be toxic. The blueness of 
the face and lips may be due in part to the use of sulfanilamide, for when the 
use of this drug is pushed to its physiologic limit there is a tendency toward 
blueness. 

Dr. Hartuer L. Ketm: This eruption does not exactly fit my conception of 
acute disseminated lupus erythematosus or erysipelas faciei perstans. The edema 
of the face, together with the purpuric lesions on the legs, suggests rather a 
toxic or a possible contact reaction with evidence of absorption. This suggestion 
gains weight from a history of a similar, though milder attack, which completely 
disappeared in several weeks, and of a cold a short time ago, for which he used 
a number of different local applications. 

Dr. Rosert C. Jamieson: The condition is so rarely seen that it should 
receive comment. The symptoms of the syndrome in this case—the recurrent 
type of lesions, course of the disease, presence of lesions in the mouth and range 
of temperature—appear to be classic for erysipelas perstans faciei (although 
alopecia is not yet present). I see no evidence of dermatitis venenata, but the 
excessive bluish discoloration could be the result, at least partially, of sulfanil- 
amide medication. 

The small deep red follicular lesions of the legs appear to be unrelated to 
lupus erythematosus disseminatus and could be explained also as a toxic mani- 
festation due.to sulfanilamide. 

Dr. A. R. Woopsurne, Grand Rapids, Mich.: The lesions of the lips and 
hard and soft palate seem to me characteristic of lupus erythematosus. 

Dr. Georce H. Betore, Ann Arbor, Mich.: I believe this picture is a good 
example of erysipelas perstans faciei. While it is possible that a portion of the 
follicular eruption on the extremities and the unusual bluish discoloration of the 
face are due to sulfanilamide, at the time of admission edema was more evident 
than at present, and there was decided redness. The eruption on the dorsa of 
the hands is, I believe, a part of the disseminated lupus erythematosus. 
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Pemphigus Erythematodes (Senear and Usher). Presented by Dr. Uno , 
and Dr. Georce H. Betore, Ann Arbor, Mich. 


A. K., a white woman aged 29, was admitted on Sept. 22, 1938, when she 
had a pruritic eruption. 

Eighteen months before admission mildly pruritic red macules appeared on 
the chest and spread rapidly over the trunk; the cheeks and nose became similarly 
involved a year after the cnset, and a month later small vesicles first appeared 
on the arms. The patient had not felt ill and had had no lesions in the mouth, 

Examination shows a healthy-looking young adult Russian Jewess with a 
generalized eruption, mainly on the scalp, nose, cheeks, chest and back. Most 
of the lesions were slightly eroded nummular erythematous macules covered by 
a thick greasy yellowish crust. Some of these, especially on the forehead and 
chest, suggested recently ruptured bullae. The cheeks were brightly erythematous 
and slightly scaly. Nikolsky’s sign was readily demonstrated. The mucous 
membranes were not involved. 

The Kahn reaction of the blood was negative. A blood count showed 76 
per cent hemoglobin, 3,800,000 red cells and 7,200 white cells, with 70 per cent 
neutrophils and no eosinophils. The urine showed no albumin or sugar. The 
Pels-Macht test gave results of 66, 72 and 55 per cent at four to six week intervals, 

There was a prompt favorable response to injections of moccasin venom, but 
severe local reactions prevented their continuation. There was no relief whatever 
from sulfanilamide therapy, induction of fever with typhoid, intravenous adminis- 
tration of sodium gold thiosulfate, transfusion or treatment with mercury 
protiodide or arsenic trioxide (orally), used in the order named. Siow but 
steady improvement began almost immediately after daily general suberythema 
doses of ultraviolet radiation were started. 


DISCUSSION 


Dr. ArtHuR E. Scuititer: I agree with the diagnesis, having seen the 
eruption previously, when it was considerably worse than it is now. 

Dr. Hartuer L. Kerm: The eruption, while suggestive of the Senear-Usher 
syndrome, is not as characteristic as that ordinarily expected for that condition. 
It is my opinion that in many cases the so-called Senear-Usher syndrome 
represents a transitional stage in the course of pemphigus vulgaris. 

Dr. Georce H. Betore, Ann Arbor, Mich.: The lupus erythematosus-like 
eruption of the face, together with the seborrheic manifestations on the upper 
part of the trunk and the occasional development of bullae, would seem to make 
this picture rather characteristic of the Senear-Usher syndrome, At the present 
time the patient is considerably improved, and it might be a little difficult to 
make the diagnosis. 

Dr. A. R. Woonsurne, Grand Rapids, Mich.: Both this case and the one to 
follow belong in the group of pemphigus. I think the case under discussion 
belongs to the Senear-Usher group. In neither case was the microscopic appear- 
ance entirely typical of that described by others and by me, The cells of the 
lower layer of epithelium showed more spongiosis, with decided vacuolar degen- 
eration of the cells and abortive vesicle formation. It may be that other sections 
in these cases would show a more typical microscopic appearance. This case 
is, I think, at present an instance of definite pemphigus vulgaris. 


Pemphigus Erythematodes (Senear and Usher). Presented by Dr. Uno J. 
Wire and Dr. Georce H. Berore, Ann Arbor, Mich. 


W. E., a white man aged 71, a farmer, was admitted to the University 
Hospital on March 3, 1939. He had had profuse scaling and pruritus of the 
scalp six years before; this spread to the eyelids and was followed soon by large 
confluent bullae over the back and later over most of the body. Most of his 
skin “came off” as a result of these. Pruritus and vesiculation gradually 


‘ 
‘2 


DO J, 


she 


d on 
ilarly 
eared 
outh. 
th a 
Most 
d by 
and 
tous 
cous 


SOCIETY TRANSACTIONS 679 


subsiied, leaving such lesions as he had on admission. No soreness of the mouth 
was present at any time, 

(amination shows a white man, not ill, with diffuse bright erythema and 
loose scaling over the cheeks and what appeared to be encrmous seborrheic 
keratoses on the chest and upper part of the back. There are a few nummular, 
fresiily ruptured blebs. Nikolsky’s sign is readily elicited. No lesions of the 
mucous membrane are present, 

rhe Kahn reaction of the blood was negative. The blood count showed 
9) per cent hemoglobin, 4,400,000 red cells and 6,400 white cells, with 52 per cent 
neutrophils and no eosinophils. The Pels-Macht test elicited a result of 67 
per cent. The urine showed no albumin or sugar. 

DISCUSSION 


Dr. ArtHuR E. ScuiLier: I believe this case is one of pemphigus vulgaris, 
in spite of the previous eruption on the scalp and the long duration of the lesions. 
At present there are blebs arising from the clear skin. 

Dr. HartHeR L. Ketm: Since the classic clinical manifestations are today 
present on the skin, I feel that the patient has pemphigus vulgaris. 

Dr. Georce H. Berore, Ann Arbor, Mich.: If I were seeing this patient 
today for the first time, as many of the members have, I should agree with 
Drs. Schiller and Keim that he has pemphigus. However, when he first came 
to us, about six weeks ago, he had a distinctly scaly eruption in a batwing 
distribution on the face, and the lesions on the body were all keratctic, resembling 
seborrheic keratoses. Bullae of the size seen today are a recent development. 
However, this patient has been having difficulty during the past six years, and 
it is hard to reconcile this duration with pemphigus vulgaris. Some of the 
members would insist that the condition here and in the preceding case is lupus 
erythematosus with bullae, and others that in this case, at least, it is typical 
pemphigus vulgaris. That is always the trend of discussion when cases of this 
type are presented. It is characteristic of the Senear-Usher syndrome that it 
combines features of lupus erythematosus, seborrheic eczema and pemphigus. 


A Case for Diagnosis (Morphea, Atrophic Stage? Lichen Sclerosus et 
Atrophicus). Presented by Dr. Uno J. Wire and Dr. Grorce H. BELore, 
Ann Arbor, Mich. 

D. M., a white girl aged 11 years, complains of scars on the trunk. 

At the age of 4 years she fell off a porch, injuring the back and side of the 
trunk in the lumbar region. The abrasion healed with scar formation, and in 
the ensuing years the original patch gradually increased in size. During the 
past four years new lesions on the back, neck and abdomen have made their 
appearance, having the same general characteristics as the initial one. The 
lesions have been asymptomatic and progressive. The patient had measles at 
the age of 3 years. 

Examination shows large whitish patches almost entirely confined to the right 
half of the trunk and characterized by atrophy, pigmentation and moderate 
increase in the thickness of the skin. The lesions show no activity. 

The Kahn reaction of the blood was negative. A blood count and urinalysis 
showed no abnormality. 

DISCUSSION 

Dr. Georce H. Betore, Ann Arbor, Mich.: To me the characteristic horny 
plugging commonly seen in the papules of lichen sclerosus et atrophicus is entirely 
lacking. I believe this condition is morphea. 

Dr. Henry ALBert BruNSTING, Toledo, Ohio: I favor the diagnosis of lichen 
sclerosus et atrophicus. The clinical appearance and biopsy specimen exhibited 
keratotic plugging, 

Dr. Uno J. Wire, Ann Arbor, Mich.: We think this case is one of morphea 
rather than of lichen planus atrophicus. It illustrates how difficult it is to choose 
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between these two diagnoses when there is good ground for any one wishing to 
take either side. We believe the distribution is more extensive than is usual 
for lichen planus atrophicus and the atrophy is more characteristic of morphea: 
the absence cf macroscopic follicular plaques in the lesions is also of diagnostic 
significance. 


Morphea, with Superimposed Dermatitis Venenata (Trophic?). Presented 
by Dr. Upo J. Wite and Dr. Georce H. Betore, Ann Arbor, Mich. 


M. E. R., a white woman aged 61, was admitted to the University Hospital 
on March 20, 1939, suffering from a lesion of the skin on the chest. It had begun 
four or five months before as a whitish plaque the size of a silver dollar in the 
left subclavicular region. This was treated with various kinds of cintment. 
A month later vesicles began to appear about the border of the lesion, and later 
there was a central vesicular involvement. Fairly recently “amertan” (a prepara- 
tion containing tannic acid and merthiolate) had been used locally. For the past 
two months the lesion has been hemerrhagic. 

Examination shows an irregular thickened plaque 3.5 by 8 cm. on the upper 
left quadrant of the chest. The lower portion appears somewhat atrophic, with 
the remainder covered by a hemorrhagic crust. About the border are numerous 
bullae, some cf which have become hemorrhagic. Two lymph nodes are palpable 
(the right supraclavicular and the left posterior cervical). 

Examination of the stool gave negative results. The blood count showed 
74 per cent hemoglobin, 4,120,000 red cells and 8,350 white cells, with a normal 
differential count. The urine showed a trace of albumin, but was otherwise 
nermal. The Kahn reaction of the blood was negative. An orthodiagram showed 
left ventricular enlargement and broadening of the ascending thoracic aorta. 
Examination of the lungs showed no abnormality. An electrocardiogram showed 
a curve suggestive of myocardial changes. 

The department of medicine found arteriosclerotic and hypertensive heart 
disease. The department of gynecolegy found a relaxed pelvic floor, erosion of 
the cervix and chronic cervicitis. 

Histologic examination of the right supraclavicular lymph node showed “con- 
gestion and inflammatory hyperplasia, but no malignant change.” 


DISCUSSION 


Dr. Hartuer L. Kerm: Frankly, I am unable to classify this lesion exactly. 
At the lower lateral border some cf the small papules suggest that they contain 
fluid, and I should like to offer the diagnosis of lymphoid nevus altered by external 
applications. 

Dr. F. R. MenaGu: The appearance of vesicles in morphea is unusual, but 
it occurs at times. I have observed 1 case. The patient was a woman about the 
age of this patient. The lesions were typical and most marked in the inguinal 
region and about the breasts. They had been present for several years, with little 
or no change, when, without trauma or evidence of inflammation, bullae appeared 
in several. These ruptured and formed superficial ulcers that healed slowly. There 
was no hemorrhage. Dr. Howard Morrow, in a personal communication to me, 
has reported a case of similar involvement. 

Dr. A. R. Woopsurne, Grand Rapids, Mich.: In support of Dr. Keim’s 
idea, it seems to me that the portion of the lesions not covered by crusts has 
a much more xanthomatcus color than is ordinarily seen in morphea. 

Dr. George H. Betore, Ann Arbor, Mich.: I am unable to explain the 
hemorrhagic bullous surface which has persisted. The surrounding tissue, how- 
ever, has the rather characteristic appearance and feel of localized scleroderma. 
In answer to Dr. Menagh’s question, some years ago I saw a patient with two 
morphea-like patches the size of a quarter on the chest which also were associated 
with bullae. I thought they represented morphea-like epithelioma, but biopsy 
showed no malignant change. I have seen no similar lesions up to the present. 
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Upo J. Wire, Ann Arbor, Mich.: We do not know what this condition is. 
Its unusual aspect suggested a traumatic or even a factiticus lesion, which could 
have been produced by phenol or saponated solution of cresol. The extraordinary 
hemorrhagic character and infiltration, together with the condition of the lymph 
gland over the clavicle, led us to think also of melanoblastoma. The histologic 
examination threw no light on the diagnosis, and we are entirely at a loss for 
a classification for this lesion. 


A Case for Diagnosis. Presented by Dr. Uno J. Wire and Dr. Georce H. 

BeL.ore, Ann Arbor, Mich, 

H. M., a white girl aged 17, was delivered of a normal child seven months 
ago. One month after delivery she noted a patchy pruritic eruption on the right 
shoulder and back, which has gradually progressed to all portions of the glabrous 
skin. Pruritus is now absent. 

Examination shows her to be obese, with no changes in the mucosa or the 
scalp. There is mild maceration cf the webs of the toes. On the back, abdomen 
and extremities are patches of a scaly fawn-colored to pink papulosquamous 
eruption with a tendency to sharp margination of the borders, which are gyrate 
or circular. 

The Kahn reaction of the blood was negative. 


DISCUSSION 


Dre. F. R. MenacGu (by invitation): Itching has been a factor in this case. 
The lesions individually resemble pityriasis rosea, and it is not unusual to see 
recurrent attacks prolong the eruption for months. The duration, history of 
itching and appearance of the lesions are best explained on the basis of pityriasis 


rosea. 

Dr. Davin Gor Wetton, Ann Arbor, Mich. (by invitation): One point which 
impressed the staff was that many of the lesions showed an annular or gyrate 
configuration, which, along with the other features, led to consideration of atypical 
psoriasis. 

Dr. Crype K. Hastey: It is interesting to note that many of the smaller 
lesions are oval, follow the lines of cleavage and present a peripheral scale. 
Censequently an aberrant type of pityriasis rosea must be considered in the 
differential diagnosis. The chronicity of the larger plaques also suggests possible 
parapsoriasis. In addition I should like a microscopic examination of the scales 
for evidence of mycelia. My diagnosis is an aberrant type of pityriasis rosea. 

Dr. FraANK Stives, Lansing, Mich.: I have never seen pityriasis rosea 
cccurring in distinct groups, such as this patient presents on the back, especially 
with a definite annular infiltrated border surrounding each patch. My first 
impression was of a fungous infection, and I should like to examine scrapings. 

Dr. Artuur E. Scutitter: While the type of lesions and the configuration 
are rather bizarre, I believe that a few points elicited in the history may be of 
value. The patient states that she had a hard delivery and was blind for three 
days afterward and that she had considerable medicine, both by injection and 
by mcuth. These factors should be taken into consideration in making a diagnosis. 
My diagnosis would be toxic dermatitis. 

Dr. Rosert C. Jamieson: This patient presents some apparently contradictory 
evidence, as one of the lesions on the left arm resembles the herald patch of 
pityriasis rosea, and many of the lesions still present could easily represent the 
later lesions of that disease, especially as she has had several roentgen treatments, 
which presumably have altered the general picture. On the trunk the lesions 
have a peculiar grouping, such as I have never seen in pityriasis rosea, with 
well defined borders and large areas of normal skin between the patches. The 
border of the lesion over the left scapula is definitely elevated and thickened, 
serpiginous and brownish red, giving the impression of a transient phase of an 
entity which may develop more typically later on, like lymphoblastoma. 
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Dermatitis Vegetans (Causation?). Presented by Dr. Uvo J. Wie ang 
Dr. Greorce H. Betore, Ann Arber, Mich. 


I. W., a white woman aged 64, entered the University Hospital on March 14, 
1939, complaining of an eruption which had been present for fifteen years. It had 
its onset around the nares and later became generalized, involving mainly the 
trunk, axillas, inframammary and inguinal regions and perineum. Still later the 
extremities and postauricular regions became involved. Indolent paronychias 
preceded the involvement of the extremities. The course has been one of 
exacerbation and remission without seasonal incidence. There is no history of 
allergy. 

The past history was not remarkable, with the exception of the appearance 
of an extensive lesion on the lower lip eight years ago. This lesicn was diagnosed 
histologically as carcinoma and treated with a “plaster,” which left a scar with 
resultant decrease in the size of the oral aperture. 

On examination the patient appears chronically ill and about the stated age. 
The scalp presents follicular scaling and slight right temporal alopecia. Behind 
both ears are inflammatory ulcerative fissured lesions. Scattered cver the 
remainder of the body, with a predilection for the inguinal region, the left axilla 
and extremities, are large confluent vegetative plaques with an exceedingly foul 
odor. Numerous indolent paronychias are noted on both hands and feet, and 
the nails are thickened and brittle. The mucous membrane is net involved, with 
the exception of the lips, which show puckering and crusting. 

The following laboratory data were obtained: The Kahn reaction of the 
blood was negative. The urine showed no albumin or sugar. A _ blood count 
showed 69 per cent hemoglobin, 3,500,000 red cells and 10,200 white cells, with 
a differential count of 56 per cent polymorphonuclears, 1 per cent basophils, 
22 per cent eosinophils, 20 per cent lymphocytes and 1 per cent monocytes. 
The bromide content of the serum was 15 mg. per hundred cubic centimeters. 
The urine showed no iodides or bromides. Culture cf the stool showed no 
monilia, Cultures of material from paronychia and scales showed no monilia. 
Bacteria were present. 

DISCUSSION 


Dr. A. P. R. James, Toledo, Ohio: In my opinion this case and the following 
one are instances of monilial involvement, though bromoderma, iododerma and 
even lymphoblastoma must be considered. My diagnosis would be infection with 
Monilia until that possibility has been definitely excluded. 


Dr. Uno J. Wire, Ann Arbor, Mich.: We believe this picture illustrates 
accurately the condition described in the French literature by Hallopeau, in the 
English by Jamieson and in the American by Fordyce and Gottheil. Fordyce 
and Gottheil called attention to the fact that the lesion resembles dermatitis 
herpetiformis more exactly than pemphigus. In this case we felt there was a 
striking resemblance also to extensive bromoderma and even considered the possi- 
bility of blastomycosis, As Dr. Belote pointed out, dermatitis vegetans is a 
description merely of a complication rather than of a disease. 


Dr. A. R. Woopsurne, Grand Rapids, Mich.: I agree with the diagnosis. 
However, I think this type of lesion may be produced by ordinary pyogenic 
cocci, and I do not feel that Monilia is the only organism which produces this 
picture. I have a case of similar involvement following coccigenic pelvic cellulitis 
and vaginal drainage. 

Dr. Georce H. Betotre, Ann Arbor, Mich.: Largely because of the paronychia 
and oral lesions, this patient was at first considered to have moniliasis. However, 
we have been unable to demonstrate the organism. From the morphologic stand- 
point, she has a vegetative dermatitis, but obviously that tells nothing regarding 
the causation. Various other conditions, including pemphigus vegetans and 
vegetative dermatitis associated with Duhring’s disease, must be considered. From 
the standpoint of therapy this patient has responded rather brilliantly to superficial 
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roent n irradiation, but I confess that this was given not because of any 
partic viarly specific indication but rather because she did not seem to respond to 


anytling else. 


A Case for Diagnosis (Vegetating Dermatitis). Presented by Dr. Uno J. 

and Dr. Georce H. Betore, Ann Arbor, Mich, 

\V. W., a white man aged 37, was first seen in 1925 with progressive muscular 
dystrophy. In 1932 a scaly and weeping lesion appeared in the right axilla, and 
the eruption spread gradually to the left axilla, sides of the trunk, wrists and 
arms. All lesions were asymptomatic, save for an eruption on the legs, which the 
patient states was “different.” 

The patient exhibits a weeping and vegetative eruption in sharply demarcated 
patches and bands about the axillas, chest and arms. It is bluish red to brown 
and covered with thick yellowish brown crusts. A few similar lesions are seen 
about the neck and ears. There is an eczematoid eruption of the legs, not raised, 
and with excoriations over both shins. 

The urine showed no albumin or sugar. A blood count showed 86 per cent 
hemeglobin, 3,900,000 red cells, and 9,800 white cells, with 47 per cent polymorpho- 
nuclear leukocytes, 13 per cent eosinophils, 33 per cent lymphocytes and 7 per cent 
monocytes. The Kahn reaction of the blood was negative. 


DISCUSSION 


Dr. George H. Betore, Ann Arbor, Mich.: This case is presented also as 
one of vegetative dermatitis, but if one were to see the patient today for the first 
time, it would be difficult to make that diagnosis. He still has fairly characteristic 
lesions in the axillas, but the others have disappeared under the influence of super- 
ficial roentgen treatment. Other diagnoses considered have been phenolphthalein 
eruption, mycosis fungoides and moniliasis. None of them has been substantiated. 


Superficial Gangrene (Traumatic? Factitious?). Presented by Dr. Uno J. 
Wie and Dr. Greorce H. Betore, Ann Arbor, Mich. 


F. H., a white man aged 27, states that he first noticed an eruption about 
eighteen months ago, and at that time it was limited-to the elbows. This started 
as bullae, and heavy crusts formed later. Three months ago a single bullous lesion 
developed over the inferior angle of the right scapula; later a heavy crust developed 
on this. Since then similar lesions have developed on the right shin, left thigh 
and right side of the back. Diabetes has been known to be present fer five years, 
and a weighed diet has been given. 

He had a pulmonary abscess in June 1938, which had entirely healed under 
roentgen therapy two months later. 

When first seen at the University Hospital, in January 1939, he presented 
heavily crusted psoriasis-like lesions on the elbows and a long oval lesion over the 
inferior angle of the right scapula, in the center of which was a heavy reddish 
black crust. 

Two months later he presented triangular ulcers on the right shin and right 
side of the back. These presented heavy reddish black sloughs, the lesion on the 
shin exuding a small amount of purulent discharge. During the past week several 
lesions similar to the earlier ones have developed on the left thigh. 

The Kahn reaction of the blood was negative. The urine has consistently 
showed a 3 plus to 4 plus reaction for sugar. A blood count showed 96 per cent 
hemoglobin, 5,680,000 red cells and 22,550 white cells, with 62 per cent poly- 
morphonuclears, 7 per cent large lymphocytes, 13 per cent small lymphocytes, 10 
per cent monecytes and 8 per cent eosinophils. 


DISCUSSION 


Dr. A. P. R. James, Toledo, Ohio: The diagnosis in this case can be made 
after examination of the linear lesion on the left thigh. This is dermatitis factitia, 
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and from the appearance of the older lesions it is my opinion that the man has 
produced them by the application of lye. 

Dr. Henry Avsert BrunstinG, Toledo, Ohio: I believe continued observation 
is necessary. The diagnosis of dermatitis factitia, which is at once suggested, can 
be determined by strict observation and the use of occlusive dressings. Pyoderma 
gangraenosum associated with systemic disturbances (the pulmonary abscess and 
diabetes mellitus) should be considered. 


Darier’s Disease. Presented by Dr. Upo J. WiLe and Dr. Georce H. Betorr, 
Ann Arbor, Mich. 


F. U., a white man aged 77, was first seen at the University Hospital in 1936, 
with double immature cataract. At that time he presented multiple pea-sized tumor 
masses limited to the scalp and diagnosed microscopically as fibreepithelial papil- 
lomas, with decided cornification. He was seen again in 1939, at which time 
lesions of the scalp were still present and pruritic lesions were noted on the trunk 
and extremities ; according to the patient, these had been present about fiften years, 

Examination shows a senile white man with multiple lesions cn the scalp, trunk 
and extremities. In the small of the back and in the groins he presents a number 
of hyperkeratotic papules the size of a wheat grain, many of which are definitely 
follicular. 

The Kahn reaction of the blood was negative. Urinalysis showed no 
abnormality. 

There was no discussion. 


Pellagra. Presented by Dr. Uno J. Wire and Dr. Georce H. Betore, Ann 
Arber, Mich. 


L. H., a white woman aged 28, states that she has been in poor health since 
1934. In the summer of 1938 she had a recurrence of severe headaches and ner- 
vousness; then nausea and emesis set in, lasting a week to ten days each month. 
In October she first noted dry and scaling skin, which has become worse. Recently 
a definite eruption appeared on the neck, elbows, wrists, knees and dorsa of the 
feet. Soreness of the mouth has been present on and off since November. She 
has lost 12 pounds (5.4 Kg.) since July 1938. 

Examination shows an emaciated young white woman. The skin shows gen- 
eralized dryness and scaling, most marked over the trunk and legs. Erythematous 
scaly plaques are present on the neck, wrists, elbows, knees and dorsa of the 
feet. The tongue is beefy red and swollen. 

Urinalysis showed no abnormality. The Kahn reaction of the blood was 
negative. A blood count (at the Henry Ford Hospital in March 1939) showed 
79 per cent hemoglobin, 4,170,000 red cells and 7,750 white cells, with 49 per cent 
polymorphonuclears, 20 per cent eosinophils, 20 per cent small lymphocytes, 5 per 
cent large lymphocytes and 6 per cent monccytes. The basal metabolic rate (deter- 
mined at the Henry Ford Hospital) was +8 per cent. 


DISCUSSION 


Dr. Howarp J. Parkuurst, Toledo, Ohio: I do not consider this case one of 
pellagra. I found moderate ichthyosis, together with winter eczema of the 
extremities. There was typical lingua geographica and no evidence of pellagra 
on the tongue. 

Dr. Artnur E. Scuimter: I do not believe this condition is the type of 
pellagra usually seen. I have seen this particular type in many Negroes who 
come into the clinic with a history of alcoholism. 

Dr. Georce VAN Ruee: The dermatitis occurring on the exposed portions of 
the body remembles not pellagra but dermatitis hiemalis, which results from 
exposure to moisture and cold and may also be associated with avitaminosis. It 
seems to me that this condition is most frequently the result of physical irritation 
rather than lack of vitamins. 
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i). A. R. Woopsurne, Grand Rapids, Mich.: I cannot feel that this case 1s 
one typical pellagra. There is no record of gastric acidity, which might be 
helpiul in deciding, since with pellagra there is practically always complete 
anacility. The lesions of the hands, face and wrists lack the usual hyperpigmen- 
tation and the sharp margination of pellagra. This case may be one of vitamin B 
deficiency which has not advanced to the stage of true pellagra. 

De. HartHer L. Kertm: I was interested and somewhat surprised to find 
this case presented as one of pellagra. While I agree that a deficiency dermatosis 
is present, I do not feel that such cases should as yet be designated as instances of 
pellagra. I sheuld prefer to retain that term for the symptom complex which one 
usually associates with “the three D’s” (diarrhea, dermatitis and dementia), In 
other words, in all cases of pellagra there are a vitamin B and a vitamin G 
deficiency, but not all eruptions associated with vitamin B and G deficiency are 
pellagra. In this particular instance the tongue does not have the raw beefy 
edematous aspect of the true pellagra syndrome but is, I think, typical of glossitis 
marginalis erosiva. 

Dr. Eucene A. Hanon, Bay City, Mich.: Several weeks ago, conversing with 
Dr. G. H. Williamson, of the department of medicine at the University Hospital, 
| became acquainted with a rather interesting thing. Several of the interns eating 
at the University Hospital and on a diet apparently sufficient in vitamins began 
to complain of bleeding gums. A careful search for Vincent’s organism gave 
negative results. Tests for ascorbic acid revealed a deficiency of vitamin C. A 
tentative diagnosis of mild scurvy was made, and these interns were placed on a 
diet rich in vitamins and had a prompt recovery. The department of medicine feels 
that the ordinary diet which most persons eat in the winter is deficient in both 
vitamins B and C. They feel that all persons should supplement their diet with 
vitamins. 

Dr. Davin Gok Wetton, Ann Arbor, Mich. (by invitation): In answer to 
Dr. Doty’s question regarding the previous appearance of this woman’s eruption, 
she had lived in Texas until a year ago and had noticed only a slight scaling of 
the skin during previous winters. The present cutaneous lesions began a month 
after the onset of nausea and vomiting, in October 1938. The plaques on the 
wrists and dorsa of the feet did not develop until a month or two ago. 

In answer to Dr. Woodburne’s question about gastric analysis, this patient was 
admitted only this morning, and there has been no opportunity for study. 

Dr. Georce H. Betore, Ann Arbor, Mich.: I am a little sorry that this case 
was presented as one of pellagra. However, I believe that there is certainly a 
type of vitamin B deficiency. Dr. Keim has already pointed out that the derma- 
tologist is likely to reserve the diagnosis of pellagra for a picture including 
dermatitis, diarrhea and dementia. This represents a late stage of deficiency, and 
[ should like to call attention to the fact that the conditions called pellagra by the 
dermatologist and by the internist are likely to be different—that is, leading up to 
the late stage characterized by “the three D’s” there are minor degrees of cutaneous 
involvement consisting of only rather decided dryness and perhaps some follicular 
keratosis in the region of the elbows, knees and wrists. By extension, there must be 
beginning changes which no one recognizes as manifestations of actual deficiency. I 
want to point out particularly that, as far as the internist is concerned, late changes 
are not necessary to the diagnesis and that dermatologists are likely to come more 
and more into conflict with specialists in the other departments of medicine unless 
we revise our views as to the cutaneous changes of vitamin deficiencies. 


Granuloma Annulare. Presented by Dr. Evcene A. Hann, Bay City, Mich. 


X, a white girl aged 13, presents lesions cf the feet and legs. She has been 
diabetic for a number of years, but the condition has been fairly well controlled. 
The present cendition has been present for two years, beginning on the foot 
and then spreading. There has been no subjective complaint. 
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Treatment has been symptomatic, plus two exposures to 75 roentgens of 
radiation. 
DISCUSSION 

Dr. H. Pinxus, Eloise, Mich.: I agree with the diagnosis of granuloma 
annulare. The ring of lesions on the foot is rather large and is compcsed of 
individual nodules somewhat larger than usual. The histologic picture was slightly 
atypical in the same direction: The necrobiotic centers were surrounded by walls 
of fibroblastic and epithelicid cells, which were denser than those usually seen and 
which in some places reminded one of sarcoid. This structure is not infrequently 
seen in cases of atypical involvement. 


A Case for Diagnosis (Papulosquamous Eruption). Presented by 


Dr. Mitton GALE ButTLeErR, Saginaw, Mich. 


Z., a white youth aged 18, has a past history of no significance except for 
gonorrhea of an acute urethral type one year ago. Prompt recovery took place 
under local treatment, with no complications. There is no significant family 
history. 

The patient is an athlete, and his present health is good. 

During the latter part of February 1939 a few “pimples” developed around the 
ankles, and there was some generalized itching. He was treated at home with 
sulfur and lard, which had no beneficial effect but rather irritated the eruption, 
On March 24, 1939, he was referred to me and showed a papulofollicular eruption 
involving the hands—dorsa and palms—as well as the extensor surfaces of the 
forearms and both ankles. The papules were about the size of a pinhead and about 
the normal color of the skin. There was mild chronic intertriginous dermato- 
mycosis. He was given soothing treatment, colloid baths and application of 2 per 
cent salicylic acid in oxycholesterol-petrblatum base. There was no improvement 
except relief from the itching, and the eruption continued to spread, involving the 
face, neck, arms, knees and buttocks and finally occurring in patches on the trunk. 
Papules developed first, with tiny gray scales, and then became confluent in patches. 
Lately scaling has beccme dirty black over the ankles. A history of exposure 
to persons with advanced tuberculosis was given at this time. 

The tuberculin and the Wassermann reaction were negative. Histologic exami- 
nation showed mild keratosis, with a moderate round cell infiltrate of the corium 
which was not diagnostic of keratosis follicularis or lichen scrofulosorum. The 
patient has not had any signs of systemic gonorrheal infection and has not shown 
pustules at any time. 

He is working at present, but had not been at work for several months before 
the erupticn started. He has no hobbies except playing baseball. 


DISCUSSION 


Dr. A. P. R. James, Toledo, Ohio: I can tell how to clear this man’s condition, 
but I cannot tell how to keep him well. When I see a man with this condition in 
a severe form, if it is at all possible I send him to Florida. Without exception 
these patients repcrt that they are well within one week of arriving in Florida, 
but all have a recurrence as soon as they return home. 

Dr. ArtHuR E. Scuitter: I should like to offer the diagnosis in this case 
of dermatitis venenata due to sulfur. It is my experience that sulfur produces 
at times a progressive dermatitis that is rather hard to eliminate. 

Dr. Upo J. Wiz, Ann Arbor, Mich.: I believe this case is an instance of 
the so-called infectious eczematoid dermatitis which is seen frequently, and which 
I believe to be a form of staphylococcic infection extremely resistant to most 
treatment. In a fairly large number of cases I have had striking success, after 
other methods have failed, with intravenous injection of typhoid vaccine, and | 
suggest that this be tried. The patient should be subjected to repeated pyrexia 
with these injections. 
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